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And  no  matter  how  many  fabulous  hotels,  beautiful  resorts  and 
fascinating  islands  you’ve  been  to,  Paradise  Island 
Hotel  & Villas  is  the  place  you  wanted  them  all  to  be. 


Paradise  Island  Hotel  & Villas  is  a unique  and 
indescriably  beautiful  island  resort.  It's  a 
world  in  itself,  self-contained  on  the  fabled 
millionaire  island  hideaway  that’s  a quick 
bridge-crossing  from  Bay  Street  on  the 


Nassau  mainland.  Surrounded  by  miles  of  the 
world’s  most  beautiful  beaches  and  by  the 
Atlantic  Ocean,  it  is  softly  caressed  by 
gentle  winds  and  brightly  warmed  by 
tropical  sunshine. 


Paradise  island  j/otei  ^Aiiia* 

Paradise  Island,  Nassau  in  the  Bahamas 

a Loews  hotel 

Preston  Robert  Tisch,  President 


All  Loew’s,  each  different: 

New  York  City:  The  Regency,  The  Drake,  The  War- 
wick, The  Americana,  The  Summit.  Chicago:  The 

Hotels  Ambassador.  San  Francisco:  The  Hotel  Mark 
Hopkins.  Miami  Beach:  The  Americana  of  Bal  Har- 
bour. Puerto  Rico:  The  Americana  of  San  Juan. 

Atlantic  City:  The  Traymore. 


For  further  information  and  reservations, 
see  your  Travel  Agent 
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So  hell  breathe  easier: 

relieve  anxiety 
while  you  relieve  pain. 

Relief  of  pain  is  usually  a major  goal  in  traumatic  conditions. 

But  often  of  importance,  too,  is  alleviation  of  anxiety  and 
tension  that  may  heighten  patient  discomfort. 

Single-prescription,  non-narcotic  Equagesic  may  effectively 
relieve  pain.  And  ease  anxiety  and  tension. 

TABLETS 

Equagesic 

(meprobamate  and  ethoheptazine 
citrate  with  aspirin) 

IN  BRIEF. 

Contraindications:  History  of  sensitivity  or  severe  intolerance  to  aspirin,  meprobamate  or  ethoheptazine  citrate. 

Warnings:  use  in  pregnancy  : Safety  for  use  during  pregnancy  or  lactation  has  not  been  established ; therefore, 
it  should  be  used  in  pregnant  patients  or  women  of  child-bearing  age  only  when  the  physician  judges  its  use 
essential  to  the  patient's  welfare. 

Precautions:  Keep  out  of  reach  of  children.  Not  recommended  for  patients  12  years  old  or  less.  Carefully  supervise 
dose  and  amounts  prescribed,  especially  for  patients  prone  to  overdose  themselves.  Excessive  prolonged  use  of 
meprobamate  in  susceptible  persons— as  alcoholics,  ex-addicts,  severe  psychoneurotics— has  resulted  in  depen- 
dence or  habituation.  Withdraw  gradually  after  prolonged  excessive  dosage  to  avoid  possibly  severe  withdrawal 
reactions  including  epileptiform  seizures.  Warn  patients  of  possible  reduced  alcohol  tolerance,  with  resultant 
slowed  reactions  and  impaired  judgment  and  coordination.  If  drowsiness,  ataxia  or  visual  disturbances  (impair- 
ment of  accommodation  and  visual  acuity)  occur,  reduce  dose.  If  symptoms  persist,  patients  should  not  operate 
machinery  or  drive.  After  meprobamate  overdose,  prompt  sleep,  reduction  of  blood  pressure,  pulse  and  respiratory 
rates  to  basal  levels,  and  hyperventilation  are  reported.  Give  cautiously  and  in  small  amounts  to  patients  with 
suicidal  tendencies.  Treat  attempted  suicide  (has  resulted  in  coma,  shock,  vasomotor  and  respiratory  collapse 
and  anuria)  with  gastric  lavage  and  appropriate  symptomatic  therapy  (CNS  stimulants  and  pressor  amines  as 
indicated).  Two  instances  of  accidental  or  intentional  significant  overdosage  with  ethoheptazine  and  aspirin  have 
been  reported.  These  were  accompanied  by  CNS  depression  (drowsiness  and  lightheadedness)  but  resulted  in 
uneventful  recovery.  On  basis  of  pharmacologic  data,  CNS  stimulation  could  be  anticipated,  with  nausea,  vomiting 
and  salicylate  intoxication  (requires  induced  vomiting  or  gastric  lavage,  specific  parenteral  electrolyte  therapy 
for  ketoacidosis  and  dehydration,  and  observation  for  hypoprothrombinemic  hemorrhage  [usually  requires  whole 
blood  transfusions]). 

Adverse  Reactions:  Ethoheptazine  and  aspirin  may  cause  nausea  with  or  without  vomiting  and  epigastric 
distress,  in  a small  percentage  of  patients.  Dizziness  is  rare  at  recommended  dosage.  Meprobamate  may  cause 
drowsiness,  ataxia  and  rarely  allergic  or  idiosyncratic  reactions.  These  reactions,  sometimes  severe,  can  develop 
in  patients  receiving  only  1 to  4 doses.  Such  patients  may  have  had  no  previous  contact  with  meprobamate  and 
may  or  may  not  have  an  allergic  history.  Mild  reactions  are  characterized  by  urticarial  or  erythematous  maculo- 
papular  rash.  Acute  nonthrombocytopenic  purpura  with  cutaneous  petechiae,  ecchymoses,  peripheral  edema 
and  fever  have  been  reported.  If  allergic  reaction  occurs,  discontinue  meprobamate;  do  not  reinstitute.  Severe 
reactions,  observed  very  rarely,  include  fever,  fainting  spells,  angioneurotic  edema,  bronchial  spasms,  hypo- 
tensive crises  (1  fatal  case),  anaphylaxis,  stomatitis  and  proctitis  (1  case)  and  hyperthermia.  These  cases  should 
be  treated  symptomatically  including,  when  indicated,  such  medication  as  epinephrine,  antihistamine  and  possibly 
hydrocortisone.  A few  cases  of  leukopenia,  usually  transient,  have  been  reported  on  continuous  use.  Rarely, 
aplastic  anemia  (1  fatal  case),  thrombocytopenic  purpura,  agranulocytosis,  and  hemolytic  anemia  have  been 
reported,  almost  always  in  presence  of  known  toxic  agents. 

Overdosage:  See  precautions  section  for  management  of  overdosage. 

Composition:  150  mg.  meprobamate,  75  mg.  ethoheptazine  citrate  and  250  mg.  aspirin  per  tablet. 

Wyeth  Laboratories  Philadelphia,  Pa. 
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Full  speed  ahead, 
Fred.  These  solid 
Cough  Calmers 
can  control  that 
cough  for  6 to  | 
8 hours.  ^ 


Each  Cough  Calmer  "'  contains  the  same  active  ingredients 
as  a half-teaspoonful  of  Robitussin-DMy  Glyceryl  guaiaco- 
late,  50  mg  Dextromethorphan  hydrobromide,  7 5 mg 
A H Robins  Company,  Richmond,  Virginia  23220 


/l-H-pOBINS 


Designers  & Suppliers  of  Offices 

150  Donance  Street  • Prevalence  3,  R.  L • GAspea  1 5221 


Wherever  you  go, 
forget  your  telephone 
calls.  We  ll  take  them 
for  you,  day  or  night. 


MEDICAL  BUREAU 

of  the 

Providence  Medical  Association 
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dw  back  pain 
nuscle  spasm 


h postmenopausal  and  geriatric  patients,  low  back 
ain  of  unspecified  origin  may  be  symptomatic  of  the 
arly  stages  of  osteoporosis  and  calcium  depletion, 
reatment  with  Calcium-Forte,  a form  of  calcium 
eadily  available  for  absorption,  may  help  to  restore  a 
'ositive  calcium  balance.  In  doing  so,  often  it  can 
lleviate  the  symptoms  and  help  to  arrest  the  progress 
f osteoporosis  by  preventing  further  skeletal  damage. 

)ne  packet  of  Calcium-Forte  contains  the  equivalent  of 
>00  mg.  elemental  calcium,  the  same  amountfound  in 
ne-half  quart  of  milk. 

II  pleasant  tasting  □ highly  concentrated 
3 readily  soluble 

idications:  As  an  adjunctive  measure  for  major  calcium 
epletion  states,  which  require  elemental  intakes  higher  than 
ormal  dietary  supplements  can  provide,  such  as  the  initial 
tages  of  postmenopausal  and  senile  osteoporosis  and  advanced 
steoporosis;  also  adjunctively  with  Vitamin  D for  the  treatment 
f mild  or  latent  hypocalcemic  tetany. 


Contraindications:  Lithiasis,  hypercalcemia,  cardiac  or 
renal  failure. 

Precautions:  If  the  patient  has  a history  of  renal  disease, 
administration  of  Effervescent  Calcium  Granules  should  be 
accompanied  by  abundant  intake  of  acidulous  liquids  such  as 
fruit  juices  to  avoid  hypercalciuria.  Should  hypercalciuria  occur, 
dosage  should  be  reduced  accordingly.  Due  consideration 
should  be  given  to  the  sodium  content  of  Effervescent  Calcium 
Granules  when  treating  patients  requiring  low  sodium  diets. 

Side  Effects:  In  high  doses  may  cause  indigestion  or  diarrhea. 
Constipation  may  occur  occasionally. 

Composition:  Each  packet  of  orange-flavored  Effervescent 
Calcium  Granules  contains  2.94  grams  of  the  double  salt  calcium 
lactate-gluconate  and  0.30  grams  of  calcium  carbonate 
(also  contains  325  milligrams  of  sodium  per  packet). 

New 

CALCIUM  FORTE 

(Effervescent  Calcium)  Granules  ^ 


SANDOZ  PHARMACEUTICALS  . HANOVER.  N.J.  SAN  DO Z 
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District  Medical  Society  Meetings 


WOONSOCKET  DISTRICT  MEDICAL  SOCIETY 

The  annual  meeting  of  the  M oonsocket  District 
Medical  Society  was  held  on  December  17,  1968, 
in  the  Meeting  Hall  of  the  Woonsocket  Hospital. 
The  meeting  was  called  to  order  at  8:40  P.M.  by 
President  J.  Gerald  Lamoureux,  M.D.  There  were 
thirty-one  members  present. 

Secretary  Alton  P.  Thomas.  M.D.  read  the  min- 
utes of  the  previous  meeting  and  they  were  ac- 
cepted as  read. 

Communications 

President  Lamoureux  read  a letter  from  Robert 
H.  Rosen.  M.D..  who  is  Vice  President  of  the 
Northern  Area  Unit  of  the  American  Cancer  So- 
ciety of  Rhode  Island.  He  requested  a ‘‘joint  ven- 
ture between  the  Cancer  Society  and  the  Medical 
Society”  in  a "Breast  cancer  detection  and  instruc- 
tion program.  " 

Dr.  Rosen  wished  to  have  a special  day  ap- 
proved when  all  women  coming  to  a doctor's  office 
would  be  requested  to  have  a breast  examination. 
This  plan  would  be  followed  by  all  practicing  phy- 
sicians regardless  of  their  specialty.  No  advance 
publicity  would  be  given  to  this  cancer  detection 
day  so  that  a better  cross  section  of  the  female 
public  would  be  examined. 

There  followed  a rather  lengthy  discussion  dur- 
ing which  no  conclusions  were  reached. 

Dr.  Edward  B.  Medoff  made  a motion  that  the 
president  appoint  a committee  to  work  out  a pro- 
gram of  some  kind  with  Dr.  Rosen  and  The  Can- 
cer Society.  The  motion  was  seconded  by  Dr. 
Thomas.  The  society  voted  against  the  motion. 

A motion  was  made  to  sponsor  a Breast  Cancer 
Detection  Day  or  Week,  probably  in  the  form  of 
a Clinic.  This  motion  was  seconded  and  passed. 
President  Lamoureux  appointed  to  the  committee 
Dr.  Robert  L.  Farrelly.  Dr.  Francis  Scarpaci.  and 
Dr.  Juan  P.  Mallari. 

House  of  Delegates  Report 

Dr.  Leonard  Staudinger  reported: 

1 ) The  Customary  and  Reasonable  Fee  Program 
will  go  into  effect  January  1.  1969.  for  20,000  peo- 
ple. This  program  has  been  the  subject  of  much 
discussion  at  the  House  of  Delegates  during  the 
past  tear. 

2 ) The  Labor  L’nion  Health  Care  Program  was 
also  discussed  on  several  occasions.  There  are  still 
many  details  that  must  be  worked  out  before  the 
plan  can  take  effect,  such  as  hiring  a staff  of  phy- 
sicians to  staff  clinic  buildings,  and  making  ar- 
rangements with  a hospital  to  accept  their  fee 


s heJule,  etc.  Their  members  would  have  to  go  to 
the  clinic  building  and  would  also  have  to  be  ad- 
mitted to  a Union  sponsored  hospital. 


Report  from  the  R.l.  Medical  Society  Council 

Dr.  Harry  Levine: 

Osteopaths  are  being  accepted  now  on  hospital 
staffs  when  they  are  found  to  be  qualified. 

The  Council  also  discussed  the  same  subjects  as 
reported  by  Dr.  Staudinger. 

Dr.  Lamoureux  then  called  for  a report  from 
the  nominating  committee  who  were  appointed  by 
the  president  to  present  a slate  of  officers  for  the 
coming  year.  The  committee  consisted  of  Dr.  Phil- 
ip Morrison.  Dr.  Elphege  Beaudreault  and  Dr.  Pat- 
rick Levesque.  They  presented  the  following: 
President  Joseph  A.  Bliss,  M.D. 

Vice  President  Wilfred  V.  Ethier,  M.D. 

Secretary  Alton  P.  Thomas,  M.D. 

Treasurer  Raymond  Lancaster,  M.D. 

Delegates  to  the  R.L  Medical  Society* 

Leonard  Staudinger,  M.D. 
Francis  L.  Scarpaci,  M.D. 
F.  Edward  Yazbok,  M.D. 
(Elected  yearly  to  5 yr.  terms  expiring,  Dec.  1972) 
Councillor  to  the  R.L  Medical  Society 

Harry  Levine,  M.D. 

(2  year  term,  expires  Dec.,  1969) 
Censors  Philip  J.  Morrison  (to  Dec.  1969) 
Thomas  J.  Lalor  (to  Dec.  1970) 
Arthur  C.  Gaudreau  (to  Dec.  1971) 

(*  Dr.  Roger  Fontaine  and  Dr.  Roger  Berard 
declined  to  accept  reappointment  to  the  House  of 
Delegates  because  of  the  press  of  their  practice.) 

President  Lamoureaux  call  for  an  counter  nomi- 
nations from  the  floor  but  there  were  none.  Nomi- 
nations were  closed  and  the  secretary  cast  one  bal- 
lot for  the  above  slate  and  they  were  declared  duly 
elected. 

Dr.  Lamoureux  turned  over  the  meeting  to  the 
new  president  Dr.  Joseph  A.  Bliss.  Dr.  Bliss'  first 
official  act  was  to  present  the  retiring  president 
with  a gavel  engraved  with  the  years  of  his  presi- 
dency. 

Dr.  Bliss  thanked  the  Society  for  the  honor  of 
electing  him  president,  and  called  on  the  member- 
ship for  any  new  business.  Dr.  Yazbok  suggested 
that  the  Society  should  have  a party,  and  the  So- 
ciety agreed  with  him.  A committee  will  be  ap- 
pointed. 

The  meeting  adjourned  at  9:40  P.M.  and  re- 
freshments were  served. 

(Continued  on  Page  9) 
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The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


Jbnce-popular  treatment  for  back  pains 
4rs  to  have  the  seventh  son  of  a seventh 
imd  or  walk  on  the  patient's  back. 


son 


hr  headache,  a sovereign  remedy  was 
i wear  a snakeskin  round  one’s  head. 


A realistic 
approach 
to  pain 
relief 


Empirin’ 

Compound  with  Codeine 
Phosphate  gr.  1/2  No.  3 

iach  tablet  contains: 
lodeine  Phosphate  gr.  1/2  (Warning— 

/lay  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 

Aspirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

keeps  the  promise 
>f  pain  relief 

i.W.  & Co.'  narcotic  products  are 
:iass  "B",  and  as  such  are  available  on  oral 
rescription,  where  State  law  permits. 

lap  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
uL. i Ttockahoe,  N.Y. 


Valium 

(diazepam) 


To  help  break  the  cycle 


of  skeletal  muscle  spasn 


Six  years  of  investigation  have  culminated  in  th 
recognition  of  Valium  (diazepam)  as  an  effective 
muscle  relaxant  — in  addition  to  its  distinctive  n 
as  a calmative  in  psychic  tension. 


Used  adjunctively,  Valium  acts  to  relieve  reflex 
spasm  of  skeletal  muscle  due  to  local  pathology 
such  as  trauma  and  inflammation. 

To  break  the  cycle  of  spasm/pain/ spasm 
Muscle  trauma  or  inflammation  can  trigger 
involuntary  spasm  or  “splinting”  of  muscle,  and 
the  resulting  discomfort  further  aggravates  the 
spasm;  thus  a vicious  cycle  of  spasm/ pain/spas 
is  produced. 

To  help  increase  range  of  mobility 
Valium  helps  break  this  cycle  of  reflex  spasm  to 
local  pathology— with  these  benefits:  relief  of 
discomfort  as  spasm  is  relaxed,  increased  range 
mobility,  faster  return  to  more  normal  activitie: 

To  relieve  psychic  tension  when  also  presei 

When  psychic  tension  or  anxiety  complicates  tl 
clinical  picture  of  skeletal  muscle  spasm,  the 
widely-recognized  calming  action  of  Valium  ms 
also  contribute  to  total  patient  management. 


(Artist’s  conception  of  reflex  arc.) 


e prescribing,  please  consult  complete 

:ct  information,  a summary  of  which  follows: 

ations : Tension  and  anxiety  states;  somatic 
laints  which  are  concomitants  of  emotional 
s;  psychoneurotic  states  manifested  by 
>n,  anxiety,  apprehension,  fatigue,  depressive 
toms  or  agitation;  acute  agitation,  tremor, 
um  tremens  and  hallucinosis  due  to  acute 
ol  withdrawal;  adjunctively  in  skeletal 
le  spasm  due  to  reflex  spasm  to  local 
>logy,  spasticity  caused  by  upper  motor 
in  disorders,  athetosis,  stiff-man  syndrome, 
alsive  disorders  (not  for  sole  therapy). 

raindicated:  Known  hypersensitivity  to  the 
Children  under  6 months  of  age.  Acute 
iw  angle  glaucoma. 

nings:  Not  of  value  in  psychotic  patients, 
ion  against  hazardous  occupations  requiring 
dete  mental  alertness.  When  used  adjunctively 
nvulsive  disorders,  possibility  of  increase  in 
ency  and/or  severity  of  grand  mal  seizures 
require  increased  dosage  of  standard  anti- 
ulsant  medication;  abrupt  withdrawal  may 
sociated  with  temporary  increase  in  frequency 
for  severity  of  seizures.  Advise  against 
Itaneous  ingestion  of  alcohol  and  other  CNS 
:ssants.  Withdrawal  symptoms  have 
■red  following  abrupt  discontinuance.  Keep 
:tion-prone  individuals  under  careful 
lillance  because  of  their  predisposition  to 
uation  and  dependence.  In  pregnancy, 
tion  or  women  of  childbearing  age,  weigh 
itial  benefit  against  possible  hazard. 

autions : If  combined  with  other  psycho- 


tropics  or  anticonvulsants,  consider  carefully 
pharmacology  of  agents  employed.  Usual  pre- 
cautions indicated  in  patients  severely  depressed, 
or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to  smallest 
effective  amount  in  elderly  and  debilitated  to 
preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes 
in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical 
reactions  such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 
spasticity,  insomnia,  rage,  sleep  disturbances, 
stimulation,  have  been  reported;  should  these 
occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and 
liver  function  tests  advisable  during  long-term 
therapy. 
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((Continued  from  Page  8) 

PROVIDENCE  MEDICAL  ASSOCIATION 

A regular  meeting  of  the  Providence  Medical 
Association  was  held  at  the  Rhode  Island  Medical 
Society  Library  in  Providence  on  Monday,  Octo- 
ber 7,  1968.  The  meeting  was  called  to  order  by 
the  President,  Dr.  William  J.  MacDonald,  at  8:35 
p.m. 

Minutes  of  Previous  Meeting 

Doctor  Macdonald  reported  that  the  minutes  of 
the  April  meeting  of  Association  had  been  pub- 
lished in  the  Rhode  Island  Medical  Journal  and 
would  not  be  read. 

Announcements  by  the  President 

Doctor  MacDonald  made  the  following  com- 
ments and  announcements: 

1.  Many  members  expressed  concern  to  me  this 
summer  relative  to  the  action  of  the  Providence 
Fire  Department  in  its  issuance  of  new  regulations 
for  its  three  rescue  units.  Under  the  new  ruling 
the  Department  will  respond  to  Emergency  Calls 
Only,  and  will  provide  transportation  for  such 
cases  only. 

The  Rescue  service  has  been  abused,  as  we  found 
out  in  our  interview  with  the  Chief  of  the  Division. 

The  Department  has  zoned  the  City,  with  the 
major  hospitals  located  each  in  a zone.  Under  the 
new  rules  the  Rescue  Unit,  answering  a call  that 
requires  hospitalization  of  the  patient,  will  go  to 
the  nearest  hospital  in  the  zone,  whether  or  not 
the  patient  wishes  to  go  there,  or  whether  the  pa- 
tient’s doctor  is  on  that  hospital  staff. 

Many  doctors  have  considered  this  unfair.  But 
the  Department  is  only  rendering  an  emergency 
service,  and  not  a transportation  service.  Its  Units 
will  inform  any  patient  of  the  available  private 
ambulances  that  will  take  him  to  the  hospital  of 
his  choice. 

Under  the  circufstances  the  cooperation  of  all 
our  members  is  sought  in  aiding  the  Fire  Depart- 
ment to  continue  to  do  its  very  efficient  and  effec- 
tive work  in  the  rescue  operations  field. 

* * * 

2.  I commend  to  you  Dr.  Clarence  Riley  and  his 
fine  Committee  on  Entertainment  which  staged  the 
very  successful  golf  tourney  at  Newport  Country 
Club  last  month,  and  the  dinner  the  same  evening 
at  the  Viking  Hotel.  These  affairs  give  all  of  us  a 
fine  opportunity  to  get  to  know  our  colleagues 
who  may  be  affiliated  at  hospitals  other  than  the 
ones  to  which  we  are  attached,  and  whom  we  do 
not  meet  frequently.  I urge  all  of  you  to  attend 
future  events  of  this  type,  and  I assure  you  that 
you  will  have  a most  enjoyable  time. 


In  that  connection  Doctor  Riley  is  again  taking 
on  the  task  of  organizing  a charter  flight  to  Ber- 
muda for  doctors  and  their  families.  His  project 
sounds  like  a good  one  for  you  to  consider,  and 
when  his  announcements  reach  you  I hope  that 
you  will  support  the  Committee,  and  have  a won- 
derful vacation  with  a group  of  your  colleagues 
and  their  families. 

* * * 

3.  It  is  with  deep  regret  that  I inform  you  of  the 
death  of  seven  of  our  members  since  we  last  met 
in  April. 

These  members  were: 

Leo  Cohen,  M.D. 

Frank  H.  Mathews,  M.D. 

Jacob  Greenstein,  M.D. 

Elihu  S.  Wing,  Sr.,  M.D. 

Frederic  J.  Burns,  M.D. 

Gerald  J.  Curreri,  M.D. 

Juan  A.  Alonzso,  M.D. 

At  the  request  of  the  President  the  members  in 
attendance  at  the  meeting  stood  for  a moment  of 
silent  prayer  in  memory  of  the  deceased  members. 

Report  of  the  Secretary 

Dr.  Bertram  H.  Buxton,  Secretary,  reported  as 
follows: 

Since  the  April  meeting  of  the  Association  your 
Officers  and  the  Executive  Committee  have  car- 
ried on  the  business  of  the  organization,  and  I re- 
port some  of  the  major  activities. 

1.  The  President  and  the  Executive  Secretary 
met  with  the  Fire  Department  officials  relative  to 
the  July  1 regulations  relating  to  rescue  operation, 
as  reported  to  you  by  Doctor  MacDonald  this 
evening. 

2.  The  Executive  Committee  approved  of  the 
appointment  of  the  President  to  serve  as  the  As- 
sociation’s member  on  the  Council  of  the  State 
Medical  Society  for  the  balance  of  the  1968  term 
of  Dr.  Stanley  D.  Simon  who  was  elected  Presi- 
dent-Elect of  the  Society  in  April. 

3.  An  invitation  was  extended  by  your  officers 
to  the  members  of  the  Brown  University  medical 
faculty  to  join  the  Association  and  the  Rhode  Is- 
land Medical  Society.  To  date  approximately  21 
have  joined. 

4.  An  invitation  to  house  officers  at  hospitals 
to  be  Junior  Associate  members  has  brought  three 
acceptances  as  of  this  date. 

5.  The  Medical  Milk  Commission  of  the  Asso- 
ciation, a Committee  that  has  functioned  for  at 
least  35  years,  has  reported  that  no  dairies  are  now 
selling  Certified  Milk,  and  therefore  the  Commis- 
sion will  conclude  its  activities  this  year. 

(Continued  on  next  page) 
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6.  The  Executive  Committee  was  informed  by 
the  Treasurer  that  the  professional  audit  of  the 
Association's  1967  records  were  completed  in  the 
late  Spring  and  were  found  to  be  in  excellent  order. 

7.  The  Executive  Committee  reviwed  the  finan- 
cial reports  of  the  Medical  Bureau  and  approved 
of  them,  subject  to  audit  later  by  Ward  Fisher  and 
Company.  Improvements  to  the  Bureau  equipment 
were  also  authorized. 

8.  Three  members  dropped  from  the  Rhode  Is- 
land Medical  Society  for  non-payment  of  1968 
dues  were  automatically  dropped  from  the  Associ- 
ation, in  accordance  with  our  bylaws,  and  the 
physicians  were  asked  to  apply  for  reinstatement 
at  their  earliest  opportunity. 

9.  The  Special  Health  Program  Committee, 
which  has  met  with  the  representatives  of  Prog- 
ress For  Providence  during  the  year,  gave  a pre- 
liminary report  to  the  Executive  Committee. 

10.  Endorsement  was  given  to  the  Committee  on 
Entertainment  for  its  proposed  plan  of  a Bermuda 
vacation  under  sponsorship  of  the  Association  in 
March,  1969. 

Action : A motion  was  made,  seconded  and  voted 
that  the  report  of  the  Secretary  be  received  and 
approved. 

Applicants  for  Membership 
The  Secretary  reported  that  the  Executive  Com- 
mittee recommended  for  election  to  active  mem- 
bership the  following  physicians: 

Mohammed  Abiri,  M.D. 

Joseph  A.  Chazan,  M.D. 

Israel  Diamond,  M.D. 

Edwin  N.  Forman,  M.D. 

Xabil  Y.  Khoury,  M.D. 

Amir  H.  Missaghian,  M.D. 

Samir  G.  Moubayed,  M.D. 

William  A.  O’Neil,  M.D. 

Robert  R.  Rocklin.  M.D. 

Tadeusz  Rozycki,  M.D. 

Elia  Shammas,  M.D. 

Karl  F.  Stephens,  M.D. 

Richard  L.  Testa,  M.D. 

John  A.  Tomei,  M.D. 

Geronimo  S.  Torres,  M.D. 

Henry  S.  M.  Uhl,  M.D. 

Elliott  B.  Urdang,  M.D. 

Joel  K.  Weltman,  M.D. 

Conrad  W.  Wesselhoeft,  Jr.,  M.D. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  applicants  recommended  for  member- 
ship be  elected. 

Scientific  Program 

I he  President  introduced  Dr.  Harold  Harrower, 
Chief  of  Surgery  at  the  U.S.  Veterans  Hospital, 
Providence,  and  Clinical  Professor  of  Surgery  at 


Boston  University  Medical  School,  who  spoke  on 
‘‘Intravascular  Coagulation." 

Dr.  Harrower  characterized  intravascular  coagu- 
lation as  a complex  condition  consisting  of 
thrombosis,  embolization  and  clotting  failure. 
The  process  is  apparently  initiated  by  the  release 
into  the  circulation  of  thromboplastic  substances 
which  cause  intravascular  fibrin  clot  formation 
with  the  potential  of  embolizing  fibrin  plugs  which 
lodge  in  small  vessels  thus  compomising  the  micro 
circulation  and  lead  to  inadequate  tissue  perfusion. 

This  coagulation  process  thereby  consumes  or 
uses  up  plasma  clotting  factors  leading  to  blood 
incoagulability.  The  process  is  further  complicated 
by  an  accompanying  fibrinolytic  state  which  is 
activated  by  certain  substances  introduced  into 
the  circulation  or  by  the  diffuse  intravascular  co- 
agulation process  itself.  Thus  the  patient's  bleeding 
potential  is  increased  by  the  conversion  of  what-  * 
ever  fibrinogen  is  present  into  the  split  products 
Fraction  D & E which  in  turn  inhibit  the  produc- 
t’on  of  fibrin  and  thromboplastin  formation.  The 
clinician  is  therefore  faced  with  the  bizarre  dilem- 
ma of  hemorrhage  from  clotting  deficiency  and  the 
dire  effects  of  fibrin  clot  embolization. 

The  severity  of  the  process  depends  on  the  con- 
tinuing source  and  size  of  the  initiating  reservoir 
of  the  coagulopathic  insult  and  the  size  and  num- 
bers of  vessels  involved  as  well  as  what  vital  struc- 
tures these  involved  vessels  supply. 

He  listed  the  following  conditions  which  com- 
monly accompany  intravascular  coagulation  and 
fibrinolysis:  shock,  especially  septic  2 to  gram 
negative  bacteremia,  massive  transfusions,  hemo- 
lytic transfusion  reactions,  various  obstetrical  con- 
ditions, such  as  amionitis,  dead  fetus  syndrome, 
abruptio  placentae,  pulmonary  amniotic  fluid  em- 
bolus and  septic  abortions,  thrombotic  thrombocy- 
topenic purpura,  thoracic  and  other  extensive  sur- 
gery, diffuse  cancers  and  a chronic  form  of  intra- 
vascular coagulation  often  associated  with  neo- 
plasms of  ovary,  prostate,  brain,  liver,  lung,  kidney, 
pancreas  and  placenta. 

Dr.  Harrower  then  reviewed  briefly  the  basic 
theory  of  blood  coagulation  and  the  fibrinolytic 
system.  He  pointed  out  that  laboratory  tests  de 
pend  on  in  vitro  technics  performed  on  blood  sam- 
ples obtained  from  sites  often  remote  from  the  site 
of  hemorrhage  or  thrombosis.  These  tests,  more- 
over, must  give  clinicians  meaningful  results  quick- 
ly so  that  the  nature  and  extent  of  the  coagulo- 
pathic defect  can  be  defined  and  repaired. 

Dr.  Harrower  described  his  photoelectric  testing 
technic  and  felt  that  it  met  the  above  criteria  as  a 
good  laboratory  test.  He  showed  how  such  a tech- 
nic is  used  in  evaluating  a blood  sample.  The  tech- 
(Continued  on  Page  12) 
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No  injection  after  ail! 

This  penicillin  produces  high,  fast  levels— orally. 


Pen*Vee®  K is  usually  so  rapidly  and  com- 
pletely absorbed  that  therapeutic  penicillin 
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Thus  it  can  often  obviate  the  need  for  peni- 
cillin injections.  The  higher  serum  levels 
produced  generally  last  longer  than  with  those 
of  oral  penicillin  G. 

Indications:  Infections  susceptible  to  oral  penicillin  G:  prophylaxis 
and  treatment  of  streptococcal  intections ; treatment  ot  pneumococcal, 
gonococcal,  and  susceptible  staphylococcal  infections;  prophylaxis  of 
rheumatic  fever  in  patients  with  a previous  history  of  the  disease. 
Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
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readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia. 


In  suspected  hypersensitivity,  evaluation  of  renal  and  hematopoietic 
systems  is  recommended. 

Precautions:  In  suspected  staphylococcal  infections,  perform  proper 
laboratory  studies  including  sensitivity  tests.  If  overgrowth  ot 
nonsusceptible  organisms  occurs  (constant  observation  is  essential), 
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or  glomerulonephritis.  In  staphylococcal  infections,  perform  surgery 
as  indicated. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion) : Skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
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chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often  fatal 
anaphylaxis  has  been  reported  (see  "Warnings"). 
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nic  records  quickly  and  graphically  the  clotting 
time,  fibrinogen  content  and  the  presence,  latency 
and  extent  of  any  lysis  that  may  occur. 

This  technic  moreover  can  be  adapted  for  the 
study  and  measurement  of  other  blood  character- 
istics such  as  the  prothrombin,  partial  thrombo- 
plastin and  thrombin  times.  It  lends  itself  readily 
to  the  monitoring  of  the  patient  undergoing  treat- 
ment. 

The  following  laboratory  tests  are  the  most 
practical  according  to  Dr.  Harrower  and  helpful 
in  diagnosing  intravascular  coagulation  and  defin- 
ing its  extent: 

1.  Platelet  Count 

2.  Clot  Retraction 

3.  Fibrinogen  Level 

4.  Prothrombin  Time 

5.  Partial  Thromboplastin  Time  PTT 

Fibrinogen,  the  substrate  of  fibrin,  is  decreased 

in  this  condition  from  a normal  level  of  300-500 
mg. 7c  to  100  mg. 7:  or  less.  The  prothrombin  time 
is  also  prolonged  and  is  actually  a fair  index  of  the 
fibrinogen  level.  The  platelet  count  is  low  below 
50,000  per  cubic  millimeter  as  well  as  other  plasma 
clotting  factors,  especially  factor  V and  VIII, 
since  they  are  consumed  by  the  coagulation  process. 

If  the  fibrinolytic  system  is  activated  which  may 
often  but  not  always  be  the  case,  further  fibrino- 
gen depletion  occurs  and  results  in  decreased  plas- 
minogen and  plasmin  inhibitor  levels.  The  split 
products  of  fibrinogen  fraction  D & E can  often 
be  detected. 

Dr.  Harrower  reminded  his  audience  that  not 
all  states  of  hypofibrinogenemia  are  the  result  of 
acquired  coagulopathy  and  that  rarely  a patient 
with  congenital  afibrinogenemia  is  encountered. 
Such  patients,  furthermore,  may  still  exhibit  hemo- 
stasis despite  the  lack  of  an  important  clotting  fac- 
tor and  he  pointed  out  that  even  in  fully  heparin- 
ized patients  hemostasis  may  often  be  present. 

Certain  refinements  of  his  technic  by  a series  of 
single  correction  tests  can  also  pinpoint  the  coagu- 
lation defect  and  thus  indicate  appropriate  treat- 
ment. 

Therapy  for  intravascular  coagulation  will  in- 
clude fibrinogen,  bank  of  fresh  whole  blood,  platelet 
rich  plasma,  heparin  and  epsilon  amino  caproic 
acid.  Heparin  is  used  in  defuse  intravascular  co- 
agulation to  prevent  fibrin  clot  formation  and  dis- 
semination and  to  prevent  the  consumption  of 
plasma  clotting  factors.  Dr.  Harrower  recommends 
heparin  to  be  given  i.v.  by  way  of  a continuous 
infusion  pump  with  serial  patient  monitoring.  Ep- 
silon amino  caproic  acid  is  given  if  fibrinolysis  is 
a problem  but  more  often  than  not  it  should  be 


preceded  by  heparin  administration  since  fibrin 
clot  formation  is  more  prevalent  and  pronounced 
than  the  fibirinolytic  process  in  this  condition. 

In  concluding  his  presentation  Dr.  Harrower 
made  the  following  points  in  answer  to  questions 
from  the  audience: 

1.  There  are  those  patients  as  judged  by  single 
tests  who  may  seem  to  be  well  anti-coagulated, 
but  still  develop  thrombophlebitis  and  even  pul- 
monary embolization.  This  is  especially  true  if 
prothrombin  time  is  the  index  and  these  patients 
therefore  are  often  followed  better  by  clotting  times 
rather  than  the  prothrombin  times. 

2.  That  pit  venom  is  potentially  at  least  a clin- 
ically effective  anti-coagulant  but  that  he  person- 
ally prefers  heparin  in  patients  with  pulmonary 
embolus  because  of  its  anti-seritonin  effect  and  its 
anti-conglomoration  effect  on  platelets. 

3.  That  history  was  helpful  in  diagnosing  the 
congenital  but  not  the  acquired  coagulation  defects. 

Adjournment 

The  meeting  was  adjourned  at  9:40  p.m. 

Attendance  48 

Collation  was  served 

A meeting  of  the  Providence  Medical  Association 
was  held  at  the  Rhode  Island  Medical  Society  Li- 
brary on  Monday,  November  4,  1968.  The  meet- 
ing was  called  to  order  by  the  President,  Dr.  Wil- 
liam J.  MacDonald  at  8:35  p.m. 

Minutes  of  October  Meeting 

The  reading  of  the  minutes  of  the  October  meet- 
ing since  the  report  is  to  be  published  in  the  Rhode 
Island  Medical  Journal. 

Announcements 

The  President  called  to  the  attention  of  the  mem- 
bers the  proposal  of  the  committee  on  entertain- 
ment for  a Bermuda  vacation  in  March.  1969,  and 
he  urged  that  those  planning  to  take  advantage  of 
this  group  plan  for  a week  vacation  notify  the 
chairman  of  the  committee,  or  the  executive  office 
promptly. 

He  also  announced  that  the  librarian  has  planned 
a series  of  displays  in  the  reading  room  the  nights 
of  Providence  Medical  Association  meetings  of 
some  of  the  valuable  books  bequeathed  to  the  Li- 
brary by  the  late  Dr.  Madelaine  Brown  of  Cam- 
bridge. 

Report  of  the  Secretary 

In  the  absence  of  the  Secretary,  Doctor  Mac- 
Donald read  his  report,  stating  that  the  Executive 
Committee  had  reviewed  the  applications  of  two 
physicians  for  active  membership,  and  it  recom- 
mended their  election.  These  applicants  were  Dr. 
Albert  E.  Kalderon  and  Dr.  Robert  E.  Davidson. 

A motion  was  made,  seconded  and  voted  that 
Drs.  Kalderon  and  Davidson  be  elected  to  active 
membership.  (Continued  on  Page  16) 
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Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate,  5 00  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 


When  the 
pink  pill 

for  U.R  J.  symptoms 
speeds  into  action, 
someone  somewhere 
breathes  easier. 


ou  provide  prompt  and  continuous 
diet  from  symptoms  of  U.R.I.  when 
du  prescribe  Novahistine  Singlet, 
ovahistine  Singlet  is  formulated  to 
uickly  relieve  the  fever  and  the  aches 
ad  pains  that  so  frequently  accompany 
pper  respiratory  infections.  And  these 
antinuous-release  tablets  provide  a 
Dsoconstrictor-antihistamine  formu- 
tion  to  shrink  swollen  membranes 
id  reduce  congestion  of  the  tur- 
mates  and  sinuses. 


A total  daily  dosage  of  3 or  4 tablets 
will  normally  provide  the  continuous 
relief  your  patient  expects.  Use  with 
caution  in  patients  with  severe  hyper- 
tension. diabetes  mellitus,  hyperthy- 
roidism or  urinary  retention.  Caution 
ambulatory  patients  that  drowsiness 
may  result. 


Novahistine 


dltlfTlot  decongestant 
k31Ilglvl  analgesic 

(Each  tablet  contains:  phenylephrine  hydrochloride. 

40  mg.;  chlorpheniramine  maleate,  8 mg.; 
acetaminophen,  500  mg.) 


PITMAN-MOORE  Division  of 
The  Dow  Chemical  Company. 
Indianapolis,  Indiana 
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"All  Interns  are  Alike" 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests;  they 
all  have  to  measure  up  to  the  same  standards;  they 
all  are  underpaid,  too., Therefore,  all  interns  are 
alike. 

That's  utter  nonsense,  of  course.  But  it's  no 
more  nonsensical  than  what  some  people  say 
about  aspirin.  Namely:  since  all  aspirin  is  at  least 
supposed  to  come  up  to  certain  required  stand- 
ards, then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences  in- 


volving purity,  potency  and  speed  of  tablet  disinte- 
gration. These  Bayer®  standards  result  in  significant 
product  benefits  including  gentleness  to  the  stom- 
ach, and  product  stability  that  enables  Bayer  tab- 
lets to  stay  strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn't  so. 

You  might  also  say  that  all  interns  aren't  alike, 


DERMAQUIZ 

Conducted  by  FRANCESCO  RONCHESE,  M.D. 


At  left,  stiff,  reddish-whitish,  leathery  hands,  very  difficult  to  close  and  very  difficult  to 
perform  manual  work  with;  duration,  a lifetime. 

At  right,  manually  laboring  hands  peeling  off  like  a glove,  showing  underneath  a normal 
pink  baby  skin. 

Answer  on  Page  31 


RHODE  ISLAND  HOSPITAL,  DEPT.  OF  PEDIATRICS 
Clvef  Pro  Tempore,  February  25th,  26th,  1969 
(George  Building  Auditorium) 

WILLIAM  G.  THURMAN,  M.D. 

Professor  of  Pediatrics  and  Chairman  of  the 
Department  of  Pediatrics,  University  of  Virginia 
School  of  Medicine. 

Tuesday,  February  25th 

10:30  A.M.  Lecture  — 

Immunoglobulins— Practical  and 
Impractical  in  Reference  to 
Gamma  Globulin  Therapy 

8.30  P.M.  Lecture  — 

The  Handicapped  Child  in  To- 
day's World 

Wednesday,  February  26th 

10:30  A.M.  How  should  the  Pediatrician 
Approach  Congenital  Anomalies 
with  C.P.C.  presentation 


DERMATOLOGICAL  SOCIETY  ELECTS 

At  the  18th  Annual  Meeting  of  the 
Rhode  Island  Dermatological  Society  held 
on  October  30,  1968,  the  following  offi- 
cers were  elected: 

Bencel  L.  Schiff,  M.D.,  President 
352  Armistice  Boulevard 
Pawtucket,  Rhode  Island  02861 
Arthur  B.  Kern,  M.D.,  Secretary 
151  Waterman  Street 
Providence,  Rhode  Island  02906 

ONE  SENTENCE  ESSAY 

It  doesn't  make  much  sense  that  you  can  stay 
in  a plush  hotel  for  less  than  the  cost  of  four  bare 
walls  in  a hospital,  in  a room  that  in  all  probability 
you  would  be  compelled  to  share  with  three  or 
more  other  patients. 

. . . R.I.  State  Rep.  Joseph  A.  Capineri,  Chair- 
man of  Special  Legislative  Commission 
Studying  Hospital  Costs. 

(Why  not  have  your  gall  bladder  out  at  the 
Holiday  Inn?  Ed.) 

ONE  SENTENCE  ESSAY 

Man  who  has  loused  up  the  Earth  is  now  trying 
to  see  what  he  can  do  with  the  Moon. 

. . . Francis  J.  Braceland,  M.D.,  Hartford,  Conn. 
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DISTRICT  SOCIETY  MEETINGS 

'(Continued  from  Page  12) 

Presentation  of  Membership  Certificates 
Doctor  MacDonald  presented  membership  cer- 
tificates to  physicians  elected  to  active  member- 
ship at  the  October  meeting. 

Physicians  Service  Program 
The  President  introduced  Mr.  Joseph  Sullivan, 
assistant  director  of  Physicians  Service,  who  spoke 
briefly  on  recent  developments  in  the  Physicians 
Service  program  relating  to  the  usual  and  custom- 
ary fee  payments,  and  the  drafting  of  individual 
physician’s  profile  of  usual  charges. 

Doctor  R.  V.  Lewis  questioned  the  advisability 
of  having  physicians  sign  the  participating  phy- 
sician’s agreement  on  the  basis  of  the  limited  com- 
puterized profiles  submitted,  and  before  the  phy- 
sician knows  the  actual  profile  that  will  be  ac- 
cepted for  him. 

Discussion  of  the  issues  involved  was  continued 
in  a question  and  answer  period  after  the  presen- 
tation of  the  address  by  Dr.  Lekas,  guest  speaker 
of  the  evening. 

Project  Hope 

Doctor  Mary  Lekas,  surgeon  in  the  Department 
of  Otolaryngology  at  Rhode  Island  Hospital,  ad- 
dressed the  members  on  her  “Medical  Experiences 
with  Project  Hope  in  Ceylon.” 

Doctor  Lekas  gave  a very  interesting  talk  and 
presented  color  slides  of  both  her  experiences  on 
the  Hope  and  also  her  sightseeing  in  the  area  of 
Ceylon.  For  those  who  missed  this  very  interesting 
presentation,  Doctor  Lekas  will  publish  her  clinical 
presentation  in  the  Rhode  Island  Medical  Journal 
in  the  near  future. 

Adjournment 

The  meeting  was  adjourned  at  9:45  p.m. 
Collation  was  served 
Attendance  68 

Nathan  Chaset,  m.d. 

Secretary,  Pro  Tern 


COMPUTER 

Billing  — Bookkeeping  — Taxes 

For  PHYSICIANS  AND  DENTISTS 
. . . Since  1959  . . . 

Mimaqeaid,  Inc. 

331-9141 


WASHINGTON  COUNTY  MEDICAL  SOCIETY 

The  quarterly  meeting  of  the  Washington  Coun- 
ty Medical  Society  was  held  at  the  Haversham  Inn 
on  Wednesday,  October  9,  1968. 

The  meeting  was  called  to  order  at  11:55  a.m. 
by  Dr.  John  Pinto,  President. 

Members  present  were  Doctors  Burbelo,  Cerrito, 
Conrad,  D'Agostino,  Klymenko,  Kraemer,  Manga- 
naro,  Maclver,  McGrath,  McDermott,  Menzies, 
Morrone,  Nathans,  O'Brien,  Palais,  Pinto,  Robin- 
son. Ryley,  Tang,  O’Connell,  and  Boyd.  Excused 
were  Visgilio,  Ruisi,  and  Agnelli. 

It  was  moved  by  Dr.  Nathans  and  seconded  by 
Dr.  Morrone  that  the  minutes  of  the  last  regular 
meeting  be  accepted  as  printed  and  so  passed. 

Communications : 

A letter  from  Pawtucket  Memorial  Hospital  re- 
garding the  J.  F.  Kenney  Clinic  Day  to  be  held 
on  November  13,  1968,  was  read  and  placed  on 
file. 

A letter  from  Dr.  O'Neil  concerning  the  publi- 
city connected  with  the  charges  against  Dr.  C. 
Ceppi  in  a pending  court  case  was  read. 

A suggestion  was  made  that  Dr.  Kramer  dis- 
cuss this  situation  of  bad  publicity  by  the  press 
at  the  State  Society  at  the  committee  level. 

A further  suggestion  that  the  bar  and  the  press 
be  invited  to  a future  meeting  to  discuss  this  sit- 
uation of  publicity  concerning  medicine  and  doc- 
tors was  made. 

Dr.  Kramer  reviewed  the  work  being  brought  up 
at  the  council. 

A)  The  problem  of  organ  transplants  — The 
general  assembly  has  formed  a committee  to  make 
a study  concerning  this. 

B)  A survey  on  Physician’s  smoking  habits  is 
being  completed. 

C)  Speaker  and  Vice  Speaker  of  the  House  of 
Delegates  has  been  designated  — Dr.  O.  Smith 
will  be  the  Speaker  and  Dr.  F.  B.  Agnelli  will  be 
the  Vice  Speaker. 

D ) A report  on  Group  Health  Association  of 
the  AFL-CIO.  The  President  of  the  Society  is  to 
have  a meeting  with  the  Dean  of  Brown  Medical 
School  to  discuss  the  problems  involved  and  to 
form  a liaison  with  this  group  and  Brown. 

The  business  portion  of  the  meeting  was  con- 
cluded at  12:15  p.m. 

Dr.  A.  W.  Petrocelli,  Assistant  Manager  of  De- 
velopment Engineering  for  Material,  General  Dy- 
namics Corporation,  Groton,  Connecticut,  gave  an 
interesting  talk  on  “Man  in  an  Unusual  Environ- 
ment.” 

The  meeting  was  adjourned  at  1:00  p.m. 

F.  M.  Palaia,  m.d. 

Secretary 
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You’ve  made  it 
one  of  your  specifit 
in  acute  otitis  medic 

DECLOMYCIN  acts  against  many  strains  of 
H.  influenzae,  pneumococci  and  streptococci, tl) 
most  common  invaders.  In  otitis  media,  wherei! 
is  difficult  to  isolate  the  causative  organism,  thi 
coverage  may  be  important.  However,  some  stra 
may  be  resistant  and  other  pathogens  can  be 
involved. 

You’ve  found  the  high  serum  levels  of 
DECLOMYCIN  important,  too.  Its  prolonged  act 
permits  convenient  300  mg  b.i.d.  or  150  mg 
q.i.d.  administration. 

When  specimens  are  obtainable,  your  culture 
studies  will  indicate  the  usefulness  of 
DECLOMYCIN. 


Effectiveness:  DECLOMYCIN  Demethylchlortetracycline  should  be  rexia,  nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  enteroi 
equally  or  more  effective  therapeutically  than  other  tetracyclines  in  pruritus  ani.  Skin-maculopapular  and  erythematous  rashes; 

infections  caused  by  organisms  sensitive  to  the  tetracyclines.  case  of  exfoliative  dermatitis  has  been  reported.  Photosens 

Contraindication:  History  of  hypersensitivity  to  demethylchlor-  onycholysis  and  discoloration  of  the  nails  (rare).  Kidney-rise  ir 
tetracycline.  apparently  dose-related.  Transient  increase  in  urinary  output, 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  ac-  times  accompanied  by  thirst  (rare).  Hypersensitivity  reactions 

cumulation  and  liver  toxicity.  Under  such  conditions,  lower  than  caria,  angioneurotic  edema,  anaphylaxis.  Teeth  -dental  stainir 

usual  doses  are  indicated,  and,  if  therapy  is  prolonged,  serum  level  low-brown)  in  children  of  mothers  given  this  drug  duringthe  latl 

determinations  may  be  advisable.  A photodynamic  reaction  to  natural  of  pregnancy,  and  in  children  given  the  drug  during  the  neonat 

or  artificial  sunlight  has  been  observed.  Small  amounts  of  drug  and  od,  infancy  and  early  childhood.  Enamel  hypoplasia  has  been : 

short  exposure  may  produce  an  exaggerated  sunburn  reaction  which  a few  children.  If  adverse  reaction  or  idiosyncrasy  occurs,  discc 

may  range  from  erythema  to  severe  skin  manifestations.  In  a smaller  medication  and  institute  appropriate  therapy.  Demethylchlc 

proportion,  photoallergic  reactions  have  been  reported.  Patients  cycline  may  form  a stable  calcium  complex  in  any  bone-forminp 

should  avoid  direct  exposure  to  sunlight  and  discontinue  drug  at  the  with  no  serious  harmful  effects  reported  thus  far  in  humans, 

first  evidence  of  skin  discomfort.  Necessary  subsequent  courses  of  Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d. 

treatment  with  tetracyclines  should  be  carefully  observed.  be  given  1 hour  before  or  2 hours  after  meals,  since  absorp 

Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur.  impaired  by  the  concomitant  administration  of  high  calcium  c 

Constant  observation  is  essential.  If  new  infections  appear,  appropri-  drugs,  foods  and  some  dairy  products.  Treatment  of  streptc 

ate  measures  should  be  taken.  In  infants,  increased  intracranial  pres-  infections  should  continue  for  10  days,  even  though  symptonfl 

sure  with  bulging  fontanels  has  been  observed.  All  signs  and  symp-  subsided. 

toms  have  disappeared  rapidly  upon  cessation  /'VIV/TW^TIVT*  Capsules:  150  mg;  Tablets:  film  coatd 

of  treatment.  V_ yX.. jVXiV'jl.  X l^i.1  l mg,  150  mg  and  75  mg  of  demethylchlj 

Side  Effects:  Gastrointestinal  system-ano-  DEMETH\XCHLORTETRACYrCLINE  cycline  HCI. 


LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  New  York 


heavenly  relief 
for  unearthly  cough 

Benyliii 

EXPECTORANT 
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Each  fluidounce  contains : 80  mg. 
Benadryl®  ( diphenhydramine 
hydrochloride,  Parke-Davis); 
12  grains  ammonium  chloride; 

5 grains  sodium  citrate; 
2 grains  chloroform;  1/10  grain 
menthol;  and  alcohol. 
An  antitussive  and  expectorant  for 
control  of  coughs  due  to  colds  or 
of  allergic  origin,  BEN  Y LIN 
EXPECTORANT  is  the  leading 
cough  preparation  of  its  kind. 
BENYL1N  EXPECTORANT 
tends  to  inhibit  cough  reflex... 
soothes  irritated  throat  membranes. 

And  its  not-too-sweet,  pleasant 
raspberry  flavor  makes  BENYL1N 
EXPECTORANT  easy  to  take. 
PRECAUTIONS:  Persons  who 
have  become  drowsy  on  this  or 
other  antihistamine-containing 
drugs,  or  whose  tolerance  is  not 
known,  should  not  drive  vehicles 
or  engage  in  other  activities  re- 
quiring keen  response  while  using 
this  preparation.  Hypnotics,  seda- 
tives, or  tranquilizers  if  used  with 
BENYLIN  EXPECTORANT 
should  be  prescribed  with  caution 
because  of  possible  additive  effect. 
Diphenhydramine  has  an  atro- 
pine-like action  which  should  be 
considered  when  prescribing 
BENYLIN  EXPECTORANT. 
ADVERSE  REACTIONS:  Side 
reactions  may  affect  the  nervous, 
gastrointestinal,  and  cardiovascu- 
lar systems.  Drowsiness,  dizziness, 
dryness  of  the  mouth,  nausea,  ner- 
vousness, palpitation,  and  blurring 
of  vision  have  been  reported.  Al- 
lergic reactions  may  occur. 
PACKAGING:  Bottles  of  4 oz., 
1 6 oz.,  and  1 gal. 
Parke,  Davis  & Company 
Detroit,  Michigan  48232 


PARKE-DAVIS 
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“The  inconvenience  of  a cold” 


Fot  a cok  NTz®  Nasal  Spray  provides  rapid  relief  of 
nasal  symptoms.  Relief  starts  with  the  first  spray  which 
opens  the  inferior  part  of  the  common  meatus.  A second 
spray,  a few  minutes  later,  will  shrink  the  turbinates  to 
help  provide  sinus  drainage  and  ventilation.  Dosage 
may  be  repeated  every  three  or  four  hours  as  needed, 
for  temporary  relief  of  symptoms.  nTz  is  well  tolerated 
but  overdosage  should  be  avoided. 

A':  a si  iu  nTz  Nasal  Spray  can  be  used  to 

keep  the  nasal  passages  open  during  a cold  to  help  pre- 
vent development  of  acute  sinusitis  — or  to  help  prevent 
the  acute  condition  from  becoming  chronic. 

Supplied;  nTz  Nasal  Spray,  plastic  squeeze  bottles  of 
20  ml.;  nTz  Nasal  Solution,  bottles  of  30  ml.  (1  fl.  oz.) 
with  dropper. 


NTz  is  more  than  a simple  vasoconstrictor,  it  contains 
Neo-Synephrine®  (brand  of  phenylephrine) 

HCI  0.5  per  cent,  the  major  component, 
virtually  synonymous  with  fast,  efficient 
but  gentle  nasal  vasoconstriction. 

Thenfad1®  (brand  of  thenyldiamine)  HCI 
0.1  per  cent,  topical  antihistamine  for 
reduction  of  rhinorrhea,  sneezing  or 
itching.  It  combats  the  allergic  reac- 
tions that  may  occur  in  colds  or  sinusitis. 

Zeph  ran®  (brand  of  benzalkonium,  as 
chloride,  refined)  1 :5000,  antiseptic 
preservative  and  wetting  agent  to 
promote  penetration  and  spread  of 
the  formula. 

Winthrop  Laboratories,  New  York,  N.Y.  10016  v/> 


Peripatetics 


Rhode  Island  was  well  represented  at  the  recent 
conference  on  ‘‘Health  Care  Costs”  called  by  the 
United  States  Department  of  Health,  Education 
and  Welfare.  JOSEPH  E.  CANNON,  JOHN  J. 
CUNNINGHAM,  PETER  L,  MATHIEU,  STAN- 
LEY D.  SIMON,  HARRY  E.  DARRAH,  and 
ARNOLD  PORTER  were  invited  to  attend  by 
Robert  M.  Ball,  the  United  States  Commissioner 
of  Social  Security. 

* * * 

New  members  of  the  Providence  Medical  Society 
are  ALBERT  E.  KALDERON  whose  specialty  is 
Pathology,  and  ROBERT  E.  DAVIDSON,  cur- 
rently at  the  Bradley  Hospital  in  East  Providence, 
whose  practice  is  Psychiatry. 

STANLEY  D.  SIMON  has  accepted  an  appoint- 
ment by  Mayor  Doorley  of  Providence  as  a mem- 
ber of  the  Mayor-appointed  School  Committee  in 
Providence.  This  continues  the  tradition  of  active 
community  participation,  long  shown  by  the  ap- 
pointee. 

* * * 

MARY  D.  LEKAS  recently  described  her  med- 
ical experiences  with  the  project  HOPE  in  Ceylon. 
Several  Rhode  Island  physicians  have  contributed 
their  time  to  this  project,  and  we  note  that  VIN- 
CENT ZECCHINO  has  just  returned  from  his 
second  tour  of  duty  with  the  hospital  ship  HOPE, 
again  during  its  stay  in  Ceylon. 

* * * 

At  the  recent  annual  meeting  of  the  American 
Association  of  Blood  Banks,  whose  theme  was  the 
Centennial  of  the  Birth  of  Karl  Landsteiner, 
ENOLD  H.  DAHLQUIST,  director  of  the  Rhode 
Island  Hospital  blood  bank,  was  elected  its  new 
president. 

* * * 

The  American  Academy  of  Pediatrics  is  always 
a popular  convention  for  Rhode  Island  Pediatri- 
cians. Among  the  many  physicians  in  attendance 
were  WILLIAM  P.  BUFFUM,  PETER  L.  and 
BETTY  B.  MATHIEU,  HERMAN  B.  MARKS, 
HILARY  H.  CONNOR,  D.  WILLIAM  J.  BELL, 
OSCAR  Z.  DASHEF,  GEORGE  K.  BOYD,  MAU- 
RICE ADELMAN,  and  JOSEPH  R.  PELTIER. 

* * * 

Volume  I,  No.  I of  the  Rhode  Island  Thoracic 

Society’s  Newsletter  was  recently  received,  under 

the  sponsorship  of  GUY  A.  SETTIPANE,  JORGE 
BENAVIDES,  and  WILLIAM  B.  O’BRIEN.  The 
intent  of  the  Newsletter  is  to  bring  Rhode  Island 
physicians,  very  briefly,  pertinent  progress  in  the 
field  of  respiratory  diseases. 

* * * 


The  American  Thoracic  Society  includes  in  its 
scientific  program  reports  by  JOSEPH  A.  DeBEL- 
L1S,  JOHN  DnVALLY,  DAVID  NEWHALL,  and 
MYRON  STEIN.  HERBERT  CONSTANTINE, 
in  addition  to  his  participation,  was  on  the  Pro- 
gram Committee.  In  attendance  also  to  the  partici- 
pants were  JOHN  HAM  and  PAUL  BOTELHO. 

* * * 

Participating  in  the  recent  New  England  Post- 
graduate Assembly  in  Boston  were  LOUIS  A.  LE- 
ONE and  JORDAN  J.  COHEN  as  panel  mem- 
bers; and  JOHN  C.  CUNNINGHAM,  President 
of  the  R.  I.  Medical  Society,  and  SEEBERT 
GOLDOWSKY,  President  of  the  Council  of  the 
New  England  State  Medical  Societies,  as  presiding 
officers.  Several  Rhode  Islanders  were  seen  among 
those  attending  the  meetings. 

* * * 

Almost  simultaneously  with  the  above,  and  again 
in  Boston,  the  New  England  Obstetrical  and  Gy- 
necological Society  convened  its  annual  meeting. 
Among  those  present  we  have  heard  of  WALTER 
S.  JONES,  CHARLES  POTTER,  and  FREDE- 
RICK W.  RIPLEY. 
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Geigy 


Regroton  produces  a smooth,  long-acting  effect  that 
usually  reduces  both  systolic  and  diastolic  pressures. 
At  the  same  time  it  often  acts  to  allay  anxiety  and 
nervous  tension  associated  with  hypertension. 


T-. 


••  : 


chlorthalidone  50  mg. 
reserpine  0.25  mg. 


une  Hegroton  tablet  a day  usually  helps 
you  and  your  patient  bring  high  blood  pressure 
down  and  keep  it  down. 


Although  Regroton  is  generally  well  tolerated,  adverse  reactions 
may  occur.  This  drug  is  contraindicated  in  mental  depression, 
demonstrated  hypersensitivity,  and  most  cases  of  severe  renal  or 
hepatic  diseases.  For  a complete  list  of  side  effects,  please  see  the 
Prescribing  Information  summarized  on  the  following  page. 


Regroton’ 


chlorthalidone  50  mg. 
reserpine  0.25  mg. 


One  Regroton  tablet  a day 
usually  helps  you  and  your  patient 
bring  high  blood  pressure  down 
and  keep  it  down. 

Indications:  Hypertension.  Contraindications: 

History  of  mental  depression,  hypersensitivity, 
and  most  cases  of  severe  renal  or  hepatic 
diseases.  Warning:  With  the  administration  of 
enteric-coated  potassium  supplements,  which 
should  be  used  only  when  adequate  dietary 
supplementation  is  not  practical,  the  possibility 
of  small-bowel  lesions  (obstruction,  hemor- 
rhage, and  perforation)  should  be  kept  in  mind. 
Surgery  for  these  lesions  has  frequently  been 
required  and  deaths  have  occurred.  Discontinue 
coated  potassium-containing  formulations  im- 
mediately if  abdominal  pain,  distention,  nausea, 
vomiting,  or  gastrointestinal  bleeding  occur. 
Discontinue  one  week  before  electroshock  ther- 
apy, and  if  depression  or  peptic  ulcer  occurs. 
Use  in  pregnancy:  Because  chlorthalidone  may 
cross  the  placental  barrier  and  appear  in  cord 
blood  and  thiazides  may  appear  in  breast  milk, 
this  drug  should  be  used  with  care  in  pregnant 
patients  and  nursing  mothers.  When  used  in 
women  of  childbearing  age,  the  potential  bene- 
fits of  the  drug  should  be  weighed  against  the 
possible  hazards  to  the  fetus.  Use  of  chlorthali- 
done may  result  in  fetal  or  neonatal  jaundice, 
thrombocytopenia,  and  possibly  other  adverse 
reactions  which  have  occurred  in  the  adult.  In- 
creased respiratory  secretions,  nasal  conges- 
tion, cyanosis  and  anorexia  may  occur  in  infants 
born  to  reserpine-treated  mothers.  Precautions: 
Antihypertensive  therapy  with  this  drug  should 
always  be  initiated  cautiously  in  postsympathec- 
tomy patients  and  in  patients  receiving  gangli- 
onic blocking  agents,  other  potent  antihyperten- 
sive drugs,  or  curare.  Reduce  dosage  of  con- 
comitant antihypertensive  agents  by  at  least 
one-half.  To  avoid  hypotension  during  surgery, 
discontinue  therapy  with  this  agent  two  weeks 
prior  to  elective  surgical  procedures.  In  emer- 
gency surgery,  use,  if  needed,  anticholinergic 
or  adrenergic  drugs  or  other  supportive  meas- 
ures as  indicated.  Because  of  the  possibility  of 
progression  of  renal  damage,  periodic  kidney 
function  tests  are  indicated.  Discontinue  if  the 
BUN  rises  or  liver  dysfunction  is  aggravated. 
Hepatic  coma  may  be  precipitated.  Electrolyte 
imbalance,  sodium  and/or  potassium  depletion 
may  occur.  If  potassium  depletion  should  occur 


during  therapy,  the  drug  should  be  discontinued 
and  potassium  supplements  given,  provided  the 
patient  does  not  have  marked  oliguria.  Take 
particular  care  in  cirrhosis  or  severe  ischemic 
heart  disease  and  in  patients  receiving  cortico- 
steroids, ACTH,  or  digitalis.  Severe  salt  restric- 
tion is  not  recommended.  Use  cautiously  in 
patients  with  ulcerative  colitis  or  gallstones 
(biliary  colic  may  be  precipitated).  Bronchial 
asthma  may  occur  in  susceptible  patients. 
Adverse  Reactions:  The  drug  is  generally  well 
tolerated.  The  most  frequent  side  effects  are 
nausea,  gastric  irritation,  vomiting,  diarrhea, 
constipation,  muscle  cramps,  headache,  dizzi- 
ness and  acute  gout.  Other  potential  side  effects 
include  angina  pectoris,  anxiety,  depression, 
bradycardia  and  ectopic  cardiac  rhythms  (espe- 
cially when  used  with  digitalis),  drowsiness,  dull 
sensorium,  hyperglycemia  and  glycosuria, 
hyperuricemia,  lassitude,  restlessness,  transient 
myopia,  impotence  or  dysuria,  orthostatic  hypo- 
tension which  may  be  potentiated  when  chlor- 
thalidone is  combined  with  alcohol,  barbiturates 
or  narcotics,  leukopenia,  aplastic  anemia,  skin 
rashes,  thrombocytopenia,  agranulocytosis, 
nasal  stuffiness,  increased  gastric  secretions, 
nightmare,  purpura,  urticaria,  ecchymosis,  weak- 
ness, uveitis,  optic  atrophy  and  glaucoma,  and 
pruritus.  Eruptions  and/or  flushing  of  the  skin,  a 
reversible  paralysis  agitans-like  syndrome, 
blurred  vision,  conjunctival  injection,  increased 
susceptibility  to  colds,  dyspnea,  weight  gain, 
decreased  libido,  dryness  of  the  mouth,  deaf- 
ness, anorexia,  and  pancreatitis  when  epigastric 
pain  or  unexplained  G.l.  symptoms  develop  after 
prolonged  administration.  Jaundice,  xanthopsia, 
paresthesia,  photosensitization  and  necrotizing 
angiitis  are  possible.  Average  Dosage:  One 
tablet  daily  with  breakfast.  Availability:  Pink, 
single-scored  tablets  in  bottles  of  100  and  1000. 
(B)46-600-C 

For  details,  please  see  complete 
prescribing  information. 

Geigy  Pharmaceuticals 
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(New  TUBEX  are  constantly  being  added) 


Wyeth  Laboratories  Philadelphia,  Pa. 


Only 

TUBEX 

offers 

so  complete 
a line  of 
closed 


system 

injectables 

and 
it's  still 
growing. 


To  meet  your  present  needs  more  pre- 
cisely, the  Tubex  line  comprises  37  dif- 
ferent products  in  69  dosage  variations. 
And  more  are  on  the  way. 

Tubex  offers  these  unit  dose  advantages: 

accuracy— premeasured,  clearly  labeled  to  help 
ensure  correct  medication 

• convenience— no  filling,  no  needle-sharpening, 
no  sterilization,  no  cleanup 

• simplicity — precision-made,  well  balanced 
syringe  breech  loads  in  seconds,  permits  easy 
aspiration 

• reduces  risk— single-use  cartridge-needle  units 
reduce  risk  of  cross  contamination;  less  chance 
of  spillage  reduces  risk  of  contact  sensitization 
for  doctor  or  nurse 

• stability— glass  cartridges  can’t  deteriorate  or 
react  with  medication 

• acceptability— presharpened,  siliconized  nee- 
dles lessen  pain  of  injection;  patients  appreciate 
single-use  equipment 


Just  select,  inject,  throw  away 

TUBEX 

sterile  cartridge-needle  unit 


J 
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FDR  SALE! 

3 TALLWOOD  DRIVE 
BARRINGTON,  RHODE  ISLAND 

Beautiful  Five  Bedroom  Home 

3V2  Baths,  Large  Panelled  Family  Room 
with  raised  hearth  Fireplace,  Large  living 
room.  Sun  room,  Breakfast  room,  large 
Recreation  room.  13  rooms  plus  lots  of 
extra  space  in  dry  cellar  and  walk-up  attic. 
Two  large  bow  windows,  intercom,  loft  in 
garage,  two  zone  forced  hot  water  gas 
heat  (very  low  bills),  one  acre  lot  with 
beautiful  tall  trees  and  exclusive  neighbor- 
hood, bordering  R.  I.  Country  Club  prop- 
erty (2  sides).  View  of  Narragansett  Bay 
and  Echo  Lake.  Many  other  extras.  Built 
1960. 

Firm  $85,000  through  your  broker  or  ours. 
For  direct  negotiation,  phone  me  at  my 
home  (245-2755)  nights  or  weekends  or 
my  office,  R.  A.  DEROSIER  AGENCY,  54 
Custom  House  Street,  Providence,  Rhode 
Island  02903. 


COMPLETE,  ACCURATE  AND  PROMPT 
ANALYSIS 

HOPKINS  MEDICAL  LABORATORY 

322  Broadway 
Providence,  Rhode  Island 

Tel.  GAspee  1-7244 
Res.:  725-5996 

Angelo  G.  Viticonte,  AB;MT. 

Director 

Ascanio  Di  Pippo,  Ph.D. 
Biochemistry 


Prognosis  : 

"EXCELLENT!" 


As  a conscientious  physician,  you 
make  a prognosis  based  on 
examination,  the  patient's  history,  and 
consultation,  plus  your  own  experience 
and  judgment. 


As  responsible  wine  merchants,  we 
too,  are  meticulous  in  our  way. 

We  don’t  buy  at  random.  We  select 
carefully  from  among  the  world's 
finest  wines.  We  care  for  them 
properly,  making  certain  they  are 
stored  at  the  right  temperature. 
Proudly,  we  have  for  your  selection 
more  than  1600  types  of  wines. 
That’s  one-third  more  than  any 
New  York  store  stocks. 

Is  it  any  wonder  we’re  proud  of  what 
we  sell,  and  why  you'll  be  proud  to 
enjoy  fine  wine  from  Town  Liquor? 
The  prognosis  just  has  to  be 
“EXCELLENT.” 

(Join  our  Vintage  Guild.  It’s  free!) 
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It’s  almost  as  if  you  were  there  to 
give  an  injection  of  penicillin 


V-Cillin  K , Pediatric  dependable  oral  penicillin  therapy 

Potassium  Phenoxymethyl  Penicillin 


Description:  V-Cillin  K,  the  potassium  salt  of  V-Cillin®  (phe- 
noxymethyl penicillin,  Lilly),  combines  acid  stability  with  immedi- 
ate solubility  and  rapid  absorption.  Higher,  more  rapid  serum 
levels  are  obtained  than  with  equal  oral  doses  of  penicillin  G. 
Indications:  Streptococcus,  pneumococcus,  and  gonococcus  in- 
fections: infections  caused  by  sensitive  strains  of  staphylococci: 
prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever;  and  prevention  of  bacterial  endocarditis  after 
tonsillectomy  and  tooth  extraction  in  patients  with  a history  of 
rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  Penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  penicillin  may  cause  acute  anaphy- 
laxis which  may  prove  fatal  unless  promptly  controlled.  This  type 
of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  or  with  bronchial  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available. 
These  include  epinephrine  and  pressor  drugs  (as  well  as  oxygen 
for  inhalation)  for  immediate  allergic  manifestations  and  anti- 
histamines and  corticosteroids  for  delayed  effects. 

Precautions:  Use  cautiously,  if  at  all.  in  a patient  with  a strongly 
oositive  history  of  allergy. 

In  prolonged  therapy  with  penicillin,  and  particularly  with  high 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal 
and  hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory 
studies  (including  sensitivity  tests)  should  be  performed 

The  use  of  penicillin  may  be  associated  with  the  overgrowth 
of  penicillin-insensitive  organisms.  In  such  cases,  discontinue 
administration  and  take  appropriate  measures. 


Adverse  Reactions:  Although  serious  allergic  reactions  are  much 
less  common  with  oral  penicillin  than  with  intramuscular  forms, 
manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  possesses  a sig- 
nificant index  of  sensitization.  The  following  hypersensitivity  re- 
actions have  been  reported:  skin  rashes  ranging  from  maculo- 
papular  eruptions  to  exfoliative  dermatitis;  urticaria;  and  reac- 
tions resembling  serum  sickness,  including  chills,  fever,  edema, 
arthralgia,  and  prostration.  Severe  and  often  fatal  anaphylaxis 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia, 
thrombocytopenia,  and  nephropathy  are  rarely  observed  side- 
effects  and  are  usually  associated  with  high  parenteral  dosage. 

Administration  and  Dosage:  Usual  dosage  range,  125  mg. 
(200,000  units)  three  times  a day  to  500  mg.  (800,000  units)  every 
four  hours.  For  infants,  50  mg.  per  Kg  per  day  divided  into  three 
doses. 

See  package  literature  for  detailed  dosage  instructions  for 
prophylaxis  of  streptococcus  infections,  surgery,  gonorrhea,  and 
severe  infections. 

How  Supplied:  Tablets  V-Cillin  K®  (Potassium  Phenoxymethyl 
Penicillin  Tablets,  U.S.P.),  125  mg.  (200,000  units),  250  mg. 
(400,000  units),  and  500  mg.  (800,000  units). 

V-Cillin  K®  (potassium  phenoxymethyl  penicillin,  Lilly),  Pedi- 
atric, for  Oral  Solution,  125  mg.  (200,000  units)  and  250  mg. 
(400,000  units)  per  5 cc.  of  solution 
(approximately  one  teaspoonful). 

9ooi34  Additional  information  available 

to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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POST- STROKE  REHABILITATION* 


Achievement  of  Compensated  State 
Requires  Involvement  of  Resources 
Beyond  the  Medical. 


A cynic  once  stated  that  rehabilitation  began 
when  Blue  Cross  ended.  I am  sure  this  is  not 
completely  true  today,  but  the  comment  high- 
lights several  points  relevant  to  our  subject.  The 
rehabilitation  effort  often  begins  too  late.  The 
rehabilitation  of  the  patient  with  hemiplegia  takes 
time  and  there  are  obviously  associated  economic 
factors  involved. 

Physicians  will  undoubtedly  view  this  problem 
from  a variety  of  vantage  points.  The  physician 
treating  the  patient  at  home  will  be  particularly 
sensitive  to  the  availability  of  community  re- 
sources such  a visiting  therapist  or  home-making 
services.  The  general  hospital  emphasis  will  be 
on  detailed  diagnostic  work-up  and  acute  care. 
There  may  be  few  or  no  services  available  for 
continuing  post-acute  or  long-term  management 
or  follow-up.  Our  nursing  home  populations  or 
patients  in  extended  care  facilities  present  yet  other 
problems;  and  we  wonder  whether  patients  in 
these  facilities  are  obtaining  the  type  of  dynamic 
care  that  will  allow  them  to  be  discharged,  per- 
haps to  home,  or  whether  they  remain  purely 
custodial  residents.  This  matter  is  a fundamental 
problem  of  community  concern,  and  as  commu- 
nity members  physicians  should  have  something 
special  to  say  about  the  problem  and  its  solution. 

A total  rehabilitation  attack  on  the  matter 
needs  to  encompass  all  these  aspects. 

The  Rehabilitation  of  the  hemiplegic  patient, 
in  contrast  to  what  has  been  discussed  in  other 
papers  in  the  conference,  focuses  on  the  disability 
rather  than  the  diagnosis.  Residual  strengths  and 
assets,  and  the  ability  of  the  patient  to  compensate 
for  b's  disability  , receive  the  prime  attention.  The 
rehabilitation  we  talk  about  comprises  a mixture 


‘Presented  at  the  Brown  University-  Rhode  Island 
Hospital  special  conference  on  the  Diagnosis,  Treat- 
ment and  Rehabilitation  of  the  Stroke  Patient,  at 
R.I.  Hospital,  Providence,  on  September  28,  1968. 


B.  CAIRBRE  McCANN,  M.D. 
of  Providence,  R.I. 

Chief,  Department  of  Physical  Medicine, 
Rhode  Island  Hospital,  Providence,  R.I. 


of  ingredients,  part  philosophy,  part  social  aware- 
ness, with  a treatment  formula  that  includes  many 
empirical  but  well  tested  processes  that  are  com- 
mon to  many  problems  of  chronic  handicap. 
Much  of  what  we  talk  about  can  be  applied  to 
the  management  of  multiple  sclerosis,  Parkinson’s 
disease,  spinal  cord  injury,  or  such  non-neurolo- 
gical  problems  as  crippling  arthritis. 

When  the  patient  leaves  the  hospital,  all  too 
often  he  is  lost  to  follow-up  and  the  rehabilitation 
process.  Unfortunately,  time  at  this  stage  works 
against  the  patient  and  takes  its  toll  in  general 
medical  deconditioning  and  deterioration,  unless 
a sustained  intensive  therapeutic  effort  is  conti- 
nued until  the  patient  attains  his  optimal  func- 
tion. 

The  complexity  of  the  disability  problem  lies 
in  the  fact  that,  as  in  many  central  nervous  sys- 
tem problems,  a relatively  small  lesion  may  result 
in  global  deficits,  which  may  cover  the  following 
range. 

1.  Motor  Deficits  of  a specific  character,  upper 
motor  neuron  in  type. 

2.  Sensory  Losses  that  may  be  quite  subtle, 
such  as  some  deficits  in  stereognosis,  or  gross, 
such  as  a total  hemianaesthesia  to  all  sensory 
stimuli. 

3.  Cranial  Nerve  involvements,  the  most  fre- 
quent of  which  is  probably  a visual  field  loss  — 
a homonymous  hemianopsia. 

4.  Central  Language  difficulties,  which  will 
vary  in  degree  from  a slight  word  finding  diffi- 
culty, to  a global  aphasia  in  which  no  communi- 
cation is  possible  for  the  patient  either  receptively 
or  expressively. 

5.  Psychological  Deficits  which  will  vary  from 
slight  emotional  lability,  to  gross  organic  brain 
syndrome. 

6.  A General  State  of  Health  that  may  be  com- 
promised by  hypertension,  arteriosclerotic  heart 

(Continued  on  next  page) 
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disease,  diabetes,  or  by  many  other  ailments  that 
one  might  expect  in  the  older  age  group. 

It  is  important  to  differentiate  disability  due 
to  the  neurological  pathology,  from  “secondary” 
processes  that  are  in  large  part  completely  pre- 
ventable; and  the  first  therapy  efforts  must  be 
directed  at  forestalling  joint  contracture,  such  as 
the  painful  frozen  shoulder  and  shoulder-hand 
syndrome,  bed-sores,  gross  deconditioning  asso- 
ciated with  excessive  and  prolonged  immobiliza- 
tion in  bed,  and  pyelonephritis  secondary  to  ca- 
theterisation. In  the  acute  phase  of  illness,  there- 
for, detailed  attention  to  passive  mobilization  of 
joints  in  the  paralyzed  extremities,  preferably 
several  times  daily,  and  protection  of  the  para- 
lyzed extremities  by  appropriate  positioning  while 
in  bed  to  maintain  anatomical  alignment,  will  en- 
sure that,  as  the  cerebro-vascular  state  stabilizes 
and  neurological  motor  function  returns,  the  pa- 
tient’s musculoskeletal  structures  will  be  ready 
for  motion  and  function.  Passive  range  of  motion 
exercises  demanding  nothing  of  the  patient  in  en- 
ergy terms,  are  not  contraindicated  even  in  the 
most  seriously  ill  patients.  In  fact  they  are  par- 
ticularly important  for  the  more  seriously  in- 
volved patient  at  this  stage  of  illness.  These  range 
of  motion  exercises  can  be  performed  by  nursing 
staff,  if  a physical  therapist  is  not  available. 

General  mobilization  of  the  patient  to  stimulate 
voluntary  movement  in  bed,  such  as  rolling,  sit- 
ting, dangling,  and  moving  through  the  elemen- 
tary transfer  skills  from  bed  to  chair,  should  be 
initiated  early.  This  may  be  possible  within  48 
hours  of  onset  in  a case  with  cerebral  thrombosis, 
conscious  and  with  no  other  overriding  general 
medical  contraindicatians.  There  is  little  doubt 
that  the  early  initiation  of  voluntary  activity 
will  influence  the  outcome  of  the  rehabilitation 
effort.  The  positive  psychological  values  relating 
to  interest  and  genuine  enthusiasm  among  the 
treatment  staff  are  certainly  of  great  importance. 
The  patient’s  morale  will  be  improved.  He  may 
develop  a greater  will  to  get  well. 

MOTOR  DEFICITS 

Proceeding  from  these  general  considerations  to 
the  specific  clustering  of  deficits  noted  at  the  out- 
set we  first  of  all  try  to  put  the  motor  losses  in 
perspective. 

The  patient  with  hemiplegia  will  initially  be 
dependent  in  basic  self-care  and  in  activities  of 
daily  living,  such  as  getting  himself  mobile  in  bed, 
coming  to  the  sitting  position  and  getting  out  of 
bed  — to  a wheelchair,  perhaps.  This  we  call 
transfer.  He  will  be  unable  to  walk.  He  will  be 
unable  to  dress  or  undress,  or  to  look  after  any 
of  his  grooming  or  toileting  needs.  We  must  place 
our  first  emphasis  on  these  fundamental  skills. 


We  should  remind  ourselves  that  a patient  may 
gain  complete  independence  in  a wheelchair  with- 
out being  able  to  walk.  This  first  stage  of  reha- 
bilitation is  achieved  by  a direct  approach  to 
training  after  the  motor  deficit  is  evalued.  We 
utilize  what  the  patient  has  left,  setting  reason- 
tble  goals  step  by  step,  and  frequently  reassessing 
progress  and  identifying  difficulties.  The  patient 
must  be  offered  the  opportunity  of  trying  all  of 
these  activities  of  daily  living,  the  opportunity  to 
practice  and  to  succeed.  This  approach  to  inde- 
pendence is  known  as  functional  training.  In  a 
sense  we  care  not  how  the  patient  achieves  the 
activity,  as  long  as  he  does. 

Nursing  staff  trained  and  exposed  to  the  con- 
cept of  rehabilitation  nursing  are  the  ideal  staff 
to  provide  this  phase  of  care,  so  much  of  which 
takes  place  at  the  bedside.  Ultimately,  the  loca- 
tion will  change  from  the  hospital  bedside  to  the 
home.  Upper  extremity  function  may  become  the 
key  to  further  progress:  whether  the  patient  is 
destined  to  depend  on  advanced  one-handed  skill 
training  or  training  of  a partially  paralyzed  arm 
as  an  assistive  extremity.  The  occupational  the- 
rapist is  particularly  skilled  in  analysis  and  train- 
ing of  upper  extremity  skills  and  function.  She 
will  concentrate  on  refining  self-care  performance 
where  extremity  function  is  so  critical.  The  occu- 
pational therapist  is  also  interested  in  function,  as 
distinct  from  therapeutic  technique.  The  hemi- 
plegic woman  who  returns  home,  prepares  meals, 
and  does  a modicum  of  household  chores 
would  represent  one  of  the  achievements  of  the 
occupational  therapist  working  with  this  type  of 
patient. 

In  hemiplegia,  as  a rule,  we  do  not  expect  ma- 
jor return  of  function  in  the  upper  extremity.  We 
are  happy  when  it  occurs.  In  lesions  involving  the 
anterior  cerebral  artery  we  find  often  that  the 
upper  extremity  is  less  involved  than  the  lowrer; 
and  this  finding,  unusual  in  hemiplegia,  is  an  in- 
dication that  the  lesion  is  in  the  outflow  of  the 
anteror  cerebral  artery.  Our  guides  as  to  prognosis 
with  respect  to  return  of  upper  extremity  function 
vary.  There  are  some  who  say  that,  if  appreciable 
function  does  not  appear  in  a week  or  two,  it  will 
not  likely  appear  at  all.  Others  are  more  cautious 
in  their  prognostications.  Certainly,  if  in  6-8 
weeks  no  significant  return  is  noted,  the  outlook 
is  not  good.  It  then  becomes  important  to  direct 
the  patient’s  attention  away  from  the  hand,  which 
may  have  become  quite  a source  of  fixation  to 
him,  and  rather  direct  his  energies  towards  junc- 
tion at  all  costs.  The  patient  needs  encouragement 
and  he  must  understand  that,  even  if  no  function 
returns  in  the  paralyzed  arm,  he  can  still  gain 
complete  personal  independence. 
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CASE  HISTORIES 

Two  case  histories  will  help  to  illustrate  the 
previous  points. 

I recently  saw  in  consultation  a male  married 
patient,  aged  48,  who  had  suffered  a cerebral 
thrombosis  and  a resultant  left  hemiplegia  12 
months  before.  His  occupation  at  the  time  of  on- 
set was  that  of  skilled  cabinet  maker  and  furniture 
finisher.  Clinical  findings  were  interesting.  He 
was  articulate,  although  mildly  depressed  about 
his  condition.  Little  indication  of  brain  damage 
was  evident  initially  in  the  interview.  He  walked 
well  with  a short-leg  brace,  using  a cane  which  he 
could  probably  do  without.  He  had  no  useful 
function  in  the  upper  extremity.  His  arm  was 
trussed  up  in  a tight  arm  sling.  On  further  ques- 
tioning it  became  evident  that  he  was  dependent 
on  his  wife  for  help  in  dressing  and  undressing 
and  this  included  managing  his  tolet  needs.  His 
vocational  achievements  were  also  interesting.  He 
was  picked  up  daily  by  a man  who  was  new  in 
the  furniture  business  and  was  driven  to  a place 
of  work  where  he  sat  and  supervised  furniture 
finishing  and  guided  the  workers  in  the  step-by- 
step  process.  It  was  quite  evident  that  he  could 
be  taught  to  be  fully  independent  in  his  self-care. 
He  probably  had  much  remaining  talent  and  skill 
and  could  be  re-channeled  into  a productive,  more 
reliable  future.  It  seemed  fairly  evident  that  as 
soon  as  his  friend  learned  all  of  the  techniques, 
the  patient’s  value  in  that  particular  operation 
would  dissolve  and  that  his  own  economic  security 
would  collapse.  He  was  directed  towards  advanced 
self-care  training  and  referred  to  the  Vocational 
Rehabilitation  Division. 

The  second  case  involved  a 39  year  old  woman, 
separated,  with  four  children,  who  suffered  a cere- 
bral embolus  following  surgery  for  an  inguinal 
hernia.  She  suffered  from  rheumatic  heart  disease. 
She  was  seen  three  months  after  onset.  She  used 
a long-leg  brace,  a cane,  and  a confining  arm 
sling.  With  respect  to  home  management,  her 
home  was  managed  by  a visiting  homemaker,  who 
went  about  her  work  while  the  patient  simply  sat 
and  participated  in  no  way  whatever.  The  home- 
making service  wished  to  know  how  long  their 
services  would  be  required.  It  was  obvious  that 
they  would  continue  indefinitely  unless  something 
were  done  therapeutically  to  test  this  woman’s 
ability  to  function  around  the  home  and  provide 
her  a training  opportunity.  Her  long-leg  brace  was 
reduced  to  a short-leg  appliance,  since  her  knee 
strength  had  improved,  and  she  was  referred  for 
advanced  homemaking  training  through  an  occu- 
pational therapist. 

These  are  examples  of  functional  training  and 
the  total  approach  to  management. 


Some  hemiplegic  patients  require  a sling,  the 
indications  for  which  usually  include  one  of  the 
following  factors: 

.a  A painful  shoulder  joint,  due  to  stretching 
of  the  shoulder  capsule,  in  the  presence  of  a flac- 
cid upper  extremity. 

b.  An  obviously  subluxating  shoulder  joint,  in 
order  to  forestall  a painful  condition. 

c.  Better  balance,  or  preference  on  the  part  of 
the  patient. 

Sling  design  is  of  importance.  It  is  possible  to 
make  a sling  that  is  light,  cosmetically  satisfac- 
tory, and  capable  of  application  by  the  hemiplegic 
himself. 

TREATMENT  METHODS 

It  is  appropriate  at  this  point,  to  comment  on 
“treatment  methods.”  Periodically  we  are  exposed 
to  a wave  of  enthusiasm  for  a certain  “method  of 
therapy,”  which  will  provide  the  answer  to  all  of 
our  problems  of  neuromotor  dysfunction.  Usually 
such  methods  do  not  stand  the  test  of  time.  Their 
impact  on  disability  usually  proves  to  be  much 
less  than  the  proponents  would  have  us  believe. 
None  of  these  methods  has  been  truly  evaluated 
in  a research  sense  by  controlled  studies.  These 
methods  are  frequently  described  as  “neurophysi- 
ological approaches”  to  the  problem  of  training  or 
retraining  of  motor  function.  “Patterning”  or  “re- 
flex techniques”  and  “proprioceptive  neuromus- 
cular facilitation”  represent  some  of  the  terms 
used  to  describe  the  processes.  These  techniques 
are  also  applied  in  some  centers  to  other  forms  of 
neuropathology,  such  as  cerebral  palsy.  As  applied 
to  the  patient  with  hemiplegia,  it  remains  to  be 
demonstrated  that  they  have  any  more  benefit 
than  the  traditional  and  straightforward  approach 
to  muscle  re-eduction  and  strengthening,  which 
are  typified  by  the  terms  passive,  active  assistive, 
active,  and  active  resistive  exercises. 

The  test  of  any  exercise  designed  to  produce 
motion  and  function  in  an  extremity  is  whether 
it  can  be  carried  over  to  everyday  living.  A mo- 
tion elicited  in  a special  test  situation,  by  a re- 
flex technique,  seems  impressive  to  the  patient 
and  may  be  most  encouraging  to  him,  but  likely 
has  little  value  if  he  cannot  elicit  this  motion  in- 
dependently in  a real-life  situation.  It  is  unfortu- 
nately true  that  an  enthusiastic  proponent  of  a 
special  technique  may  become  so  engrossed  in 
the  technique  itself  that  he  may  forget  that  the 
patient  needs  to  be  taught  how  to  gain  personal 
independence. 

AMBULATION 

Probably  nothing  typifies  recovery  so  much  for 
the  hemiplegic  as  the  ability  to  get  to  the  erect 
position  and  move  independently  once  again.  The 
effort  to  achieve  this  aim  is  more  than  justified. 

(Continued  on  next  page) 
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The  probability  of  the  hemiplegic  patient  being 
able  to  ambulate  independently  is  high.  Probably 
70  per  cent  of  patients  who  recover  from  the  acute 
episode  manage  to  achieve  this  function  with  or 
without  the  assistance  of  bracing,  a cane,  or  both. 
The  main  factors  influencing  the  outcome  include 
the  site  of  the  lesion.  Infarcts  arising  from  the 
basilar  artery  system  will  often  leave  the  patient 
with  problems  of  balance,  quite  apart  from  his 
hemiplegic  motor  loss,  leading  to  a more  difficult 
training  program.  The  presence  of  sensory  losses, 
particularly  kinesthetic  such  as  joint  sensation, 
imposes  a further  handicap  on  the  patient  who 
lacks  an  awareness  of  where  his  leg  or  foot  may 
be  during  the  various  phases  of  gait.  Patients  may 
also  be  left  with  subtle  deficits  of  visual  percep- 
tion. due  to  which  the  patient's  concept  of  verti- 
cally, for  example,  may  be  distorted.  These  pa- 
tients may  encounter  great  difficulty  in  situations 
such  as  corners  of  rooms,  doorways,  and  corridors. 

The  preparation  for  walking  commences  in  bed, 
if  any  motor  function  in  the  lower  extremity  can 
be  elicited.  The  ability  to  lift  the  straight  leg  off 
the  bed  has  been  used  by  many  as  a good  prog- 
nostic sign,  indicating  the  patient's  ability  to  take 
weight  on  the  involved  extremity.  Even  before 
this  degree  of  recovery  appears,  however,  the  pa- 
tient should  be  mobilized  and  induced  to  com- 
mence standing.  As  soon  as  sitting  balance  is 
achieved,  standing  is  next  in  the  program.  From 
the  sitting  position  in  a chair,  it  is  safe  to  have 
the  patient  pull  himself  to  the  standing  position 
depending  primarily  on  the  uninvolved  leg,  but 
testing  the  weakened  leg  the  while.  There  is  no 
better  preparatory  exercise  program  for  the  he- 
miplegic than  this.  It  is  at  this  point,  when  spas- 
ticity commences  to  appear,  that  a distinctive  fea- 
ture of  upper  motor  neuron  loss  makes  itself  evi- 
dent. It  may  seem  from  conventional  testing  for 
power  in  the  quadriceps  muscle,  for  example,  that 
there  is  profound  weakness  or  total  paralysis.  De- 
spite this,  when  the  patient  is  made  to  stand,  mo- 
tor activity,  often  of  a surprising  degree,  is  mani- 
fested in  response  to  the  standing  stimulus.  This 
is  reflex  activity.  But  it  is  purposeful,  and  works 
for  the  patient  instead  of  against  him.  at  this 
point  in  the  changing  clinical  picture.  Now  is  the 
time  to  proceed  at  all  speed  on  functional  ambula- 
tion training,  spending  several  periods  a day  in 
activities  that  will  foster  more  function,  confi- 
dence, and  reliability  by  practice  and  repetition. 
Parallel  bars  are  a useful  adjunct  to  have  avail- 
able at  this  point,  but  the  foot  of  the  bed  or  the 
back  of  a chair  may  do  well  enough  in  bringing 
the  patient  through  this  early  phase  of  ambula- 
tion. 

BRACING 

Many  patients  with  hemiparesis  will  require 


some  type  of  brace  support  for  the  leg  before 
they  can  ambulate  independently  with  safety.  The 
most  frequently  needed  appliance  of  this  sort  is 
a short-leg  brace,  whose  function  is  to  protect 
the  ankle  and  control  the  drop- foot  residual 
which  is  often  present.  A long-leg  brace  which 
adds  knee  control  is  seldom  required  for  long 
term  use  but  may  be  prescribed  in  the  earlier 
weeks,  if  quadriceps  power  is  slow  to  return. 

Eight  to  twelve  weeks  may  be  required  to  train 
the  hemiplegic  to  independence  in  walking.  The 
end  point  in  this  phase  of  management  may  be 
quite  modest,  such  as  a degree  of  safety  and  re- 
liability around  the  environs  of  the  home.  It  may 
be  quite  advanced,  such  as  crossing  a busy  street 
or  managing  public  transportation,  in  the  case  of 
the  individual  where  this  type  of  training  would 
be  obviously  pertinent. 

The  physical  therapist,  with  his  training  in 
physiology  and  kinesiology  and  his  dedication  to 
the  basic  goal  of  personal  physical  independence, 
is  indispensable  to  the  success  of  this  whole  pro- 
cess. Not  alone  does  he  treat  the  patient  but  he 
must  be  willing  and  able  to  teach  others  the  meas- 
ures and  techniques  to  be  used  when  he  himself  is 
not  available  personally  to  carry  out  this  treat- 
ment. The  nursing  staff  in  a hospital  lacking 
physical  therapist  help  can  do  much  in  this  re- 
gard, and  the  rehabilitation  nurse  in  such  a situ- 
ation is  a precious  resource.  She  will  have  the 
skill  to  organize  and  administer  basic  therapy  at 
the  bed  level  and  in  elementary  ambulation.  This 
is  how  we  must  attempt  to  provide  the  best  serv- 
ice we  can  in  the  face  of  severe  health  manpower 
shortages.  Family  members  will  ultimately  prove 
to  be  vital  “home  therapists,”  and  the  physical 
therapist  spends  a considerable  period  of  his  time 
instructing  family  members  in  homes  to  administer 
range  of  motion,  simple  exercises,  and  gait  training. 

The  physical  therapist,  as  a treatment  team 
member,  is  also  in  a key  position  to  comment  on 
community  needs  in  stroke  care.  When  we  plan 
our  regional  attacks  on  the  stroke  problem,  phys- 
ical therapists  will  have  a lot  to  contribute  to 
the  strategy. 

Assistance  of  the  surgeon  should  not  be  omitted 
from  a discussion  of  management.  The  hemiplegic 
patient  with  spastic  contractures  may  present  very 
clear  indications  for  surgical  relief  by  tenotomy, 
e.g.  heel-cord  contracture  or  severe  claw-hand  de- 
formity. Peripheral  nerve-blocking  procedures 
may  be  of  themselves  diagnostic  and  therapeutic 
in  the  presence  of  disabling  spasticity. 

Shoulder-hand  syndrome,  though  an  uncommon 
complication  in  hemiplegia,  does  occur  and 
proves  a most  intractable  problem  in  the  face  of 
conservative  management.  Stellate  ganglion  block 
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or  high  thoracic  sympathectomy  have  proved  their 
place  in  this  phase  of  management. 

APHASIA 

Within  the  clustering  of  disabilities  encom- 
passed in  the  term  hemiplegia,  any  one  may  dom- 
inate the  clinical  picture.  In  the  case  of  aphasia 
the  inability  to  understand  and  be  understood 
may  well  render  any  vocational  programming  un- 
feasible even  in  the  younger  patient,  and  where 
the  residual  motor  handicap  is  small.  A great 
amount  of  fundamental  study  and  research  has 
been  devoted  to  a better  understanding  of  the 
processes  of  human  language.  These  types  of  study 
are  still  being  done.  What  part  does  speech  the- 
rapy play  in  the  management  of  aphasia?  There 
is  a difference  of  opinion  on  this  point.  Many 
neurologists  will  tell  us  that  some  aphasic  patients 
will  recover  speech,  that  others  will  not,  and  that 
so-called  speech  therapy  is  of  no  value. 

In  clinical  terms  and  also  in  terms  of  dealing 
with  the  patient’s  family,  I personally  have  no 
doubt  whatever  that  an  intensive  program  of 
language  therapy,  from  a speech  pathologist 
trained  in  the  theory  and  practice  of  the  language 
process,  is  of  clinical  benefit  and  will  often  result 
in  gratifying  changes  in  the  patient’s  ability  to 
communicate.  The  opinions  of  those  who  are  close 
to  this  problem,  such  as  in  the  Veterans’  Adminis- 
tration program  of  aphasia  management  in  Bos- 
ton and  the  center  for  the  study  of  aphasia  in 
Boston  University,  would  bear  this  out. 

The  clinical  skills  involved  in  evaluating  apha- 
sia are  not  difficult  to  acquire  for  the  clinician 
and  should  be  part  and  parcel  of  the  clinical  ex- 
amination. Much  more  detailed  examination 
measures  and  schemes  are  available  to  the  speech 
pathologist,  and  they  provide  us  with  reproduci- 
ble base-lines  upon  which  it  is  possible,  if  neces- 
sary, to  measure  progress  in  quite  fine  detail. 

So,  if  speech  therapy  services  are  available  in 
the  community,  I urge  that  they  be  utilized.  True, 
the  re-training  process  is  empirical,  as  is  much  of 
the  treatment  we  use.  This  should  not  be  a rea- 
son to  deny  such  therapy  to  the  patient.  They 
provide  great  consolation  to  family  and  patient, 
as  well  as  a programmed  guide  for  the  family, 
who  can  act  as  home  therapists  over  the  long 
period  required  to  effect  change.  The  results  are 
often  most  encouraging. 

PSYCHOLOGICAL 

The  clinical  picture  of  severe  organic  brain 
damage  or  chronic  brain  syndrome  offers  a poor 
prognosis  in  the  total  rehabilitation  sense.  In 
terms  of  the  therapy  program,  we  will  encounter 
a patient  with  poor  motivation,  poor  retention  of 
instructions,  and  very  poor  progress  in  physical 
performance  skills  from  day  to  day,  despite  the 
physical  potential  to  do  better. 


Less  obvious  deficits  in  psychological  function 
may  be  present,  and  their  recognition  will  depend 
on  more  formal  psychometric  evaluation.  Memory 
and  calculating  ability  may  have  suffered.  When 
tested  in  areas  requiring  visual  and  motor  coor- 
dination, deficits  may  be  revealed  in  matters  of 
visual  discriminatory  ability  and  in  skills  involving 
recognition  and  manipulation  of  forms,  shapes,  and 
symbols  other  than  language,  e.g.,  arithmetical  con- 
cepts. 

Judgment  and  reliability,  reaction  to  stress  sit- 
uations, for  example,  may  prove  most  critical  in 
questions  of  allowing  one  to  drive  an  automobile. 
This  is  a question  that  frequently  arises  in  cases 
of  stroke  who  may  end  up  with  minimal  motor 
loss.  It  is  a difficult  question  to  answer,  and  it  is 
a heavy  responsibility.  We  are  glad  of  the  help  of 
the  clinical  psychologist  in  such  instances.  Formal 
testing  will  identify  these  types  of  problem  readily 
enough. 

Assistance  of  this  kind  is  mandatory  when  we 
are  dealing  with  situations  which  involve  voca- 
tional planning  or  returning  to  work.  In  the  case 
of  the  accountant,  for  example,  it  seems  most  im- 
portant to  determine  whether  in  fact  he  can  cope 
with  the  advanced  calculations  and  deductions  and 
the  planning  and  organization  of  his  written  work 
that  is  demanded  by  his  job.  It  is  certainly  pre- 
ferrable  to  ascertain  the  problems,  if  present,  be- 
fore returning  the  patient  to  work  and  the  possi- 
bility of  failure  and  a rather  disastrous  outcome. 

Emotional  lability  with  crying  spells  is  not  un- 
common. Frustration,  depression,  and  behaviour 
change — all  may  occur  in  the  hemiplegic  patient 
and  may  need  some  psychiatric  help  in  extreme 
cases. 

Clearly,  therefore,  factors  relating  to  psycholo- 
gical function  may  dominate  the  disability  pic- 
ture in  hemiplegia  and  determine  the  focus  of  the 
primary  rehabilitation  effort,  and  the  ultimate 
outcome. 

SOCIAL 

In  a Bellevue  Hospital  rehabilitation  study  in 
1955  on  hemiplegic  patients  it  was  found  that, 
of  all  the  factors  influencing  the  ultimate  out- 
come of  the  case,  family  support  and  cohesiveness 
correlated  more  consistently  with  a positive  end 
result  than  any  other  single  factor.  We  all  ap- 
preciate the  importance  of  this  factor  in  our  so- 
ciety today,  where  pressures  of  urbanization  have 
often  displaced  the  grandparent  from  the  family 
unit.  In  a situation  that  from  a family-social 
standpoint  is  touch  and  go,  it  seems  clear  that 
every  bit  of  independent  function  we  can  instill 
in  the  patient  will  be  vital.  The  demands  on  per- 
sonal care  assistance  must  be  reduced  to  the  ulti- 
mate — thus  our  stress  earlier  on  basic  self-care 
'(Concluded  on  Page  31) 
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PROGRESS  \OTES  . . 


AN  APPROACH  TO  THE  PROBLEM  OF 
OBESITY* 


Liothyronine  Effective  In  The 
Treatment  Of  Metabolic  Obesity 

INTRODUCTION 

Obese  patients  frequently  present  themselves  to 
the  physician  for  medical  advice  on  how  to  lose 
weight.  In  order  to  approach  this  problem  in  a 
rational  manner  it  is  necessary  to  have  certain 
concepts  about  the  pathogenesis  and  responses  to 
therapy  which  these  patients  display.  For  the  pur- 
pose of  our  discussion  I would  like  to  consider 
four  areas  of  this  problem: 

The  first  is  the  relationship  between  ingestion 
of  food  and  the  development  of  obesity.  It  will  be 
my  thesis  that  obesity  results  primarily  from  in- 
gesting excess  quantities  of  calories.  The  second 
is  the  effect  of  dietary  therapy  as  a mode  of  treat- 
ing obesity.  From  the  data  at  hand  it  will  be  clear, 
I think,  that  dietary  therapy  has  by  and  large  been 
ineffective  in  treating  obese  patients.  The  third  is 
a consideration  of  data  which  suggest  that  obesity 
is  a metabolic  disease.  The  fourth  is  an  approach 
to  the  treatment  of  obesity  based  on  the  data  from 
metabolic  studies. 

1.  THE  PATHOGENESIS  OF  HUMAN  OBESITY 

Many  obese  patients  will  enter  the  doctor’s  of- 
fice and  state  that  they  eat  no  more  than  a thin 
person.  This  story  is  often  supported  by  normal- 
weight  relatives  who  will  testify  that  the  patient 
in  question  eats  no  more  than  they  do.  On  the 
whole,  obese  patients  probably  do  not  eat  more 
at  any  given  meal  than  do  lean  individuals;  how- 
ever, the  person  who  is  overweight  eats  consider- 
able quantities  of  food  other  than  at  mealtime.  A 
typical  story  for  grossly  obese  patients  goes  as  fol- 
lows: They  often  have  no  breakfast  or  at  most  only 
coffee  and  fruit  juice,  because  they  usually  do  not 
feel  like  eating  in  the  morning.  By  lunchtime  their 
appetite  has  returned  somewhat,  and  they  may 
have  a sandwich  with  coffee.  However,  food  intake 
at  the  midday  meal  is  no  larger  than  normal.  As 
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the  day  wears  on  intake  of  food  increases  with  the 
principal  consumption  of  food  in  the  late  afternoon 
and  evening.  The  quantities  of  food  ingested  can 
indeed  be  staggering!  Some  of  our  patients  have 
been  able  to  eat  consistently  in  excess  of  6000 
calories  each  day  for  periods  of  weeks  while  on  a 
metabolic  ward. 

As  a first  approach  to  the  problem  we  have  de- 
termined the  caloric  requirements  of  our  patients 
by  measuring  their  oxygen  consumption.  This  tech- 
nique is  an  indirect  way  of  assessing  energy  need, 
since  the  oxygen  consumed  during  the  process  of 
metabolism  can  be  equated  to  the  amount  of  heat 
(i.e.,  calories)  produced  when  food  is  burned.  By 
measuring  oxygen  consumption  the  energy  require- 
ments of  more  than  30  patients  have  been  deter- 
mined. I'nder  the  carefully  controlled  conditions  of 
a metabolic  ward  the  oxygen  consumption  was 
measured  on  each  patient  several  times  a day  for 
several  days,  and  we  demonstrated  that  grossly 
obese  patients  have  caloric  requirements  of  2000  to 
3500  calories  each  day.  In  order  to  compare  this 
data  on  energy  requirements  in  obesity  with  data 
from  normal  people  it  is  necessary  to  correct  for 
differences  in  surface  area.  The  surface  area  of  our 
obese  patients  like  their  oxygen  consumption  was 
increased  to  between  2 and  3 square  meters.  In 
contrast  the  standard  man  weighing  160  pounds 
and  standing  5 feet,  10  inches  tall  has  a surface 
area  of  1.7  square  meters.  When  the  oxygen  con- 
sumption of  obese  patients  was  corrected  for  sur- 
face area  we  found  that  obese  and  normal  people 
required  essentially  the  same  number  of  calories 
per  unit  of  surface  area.  This  energy  requirement 
in  normal  and  obese  people  is  about  1000  calories 
per  square  meter  of  surface  area  per  24  hours. 
Thus,  an  obese  subject  with  a surface  area  between 
2 and  3 square  meters  would,  as  we  know,  require 
a minimum  of  2000  to  3000  colories  each  day  just 
to  maintain  weight.  To  gain  weight  more  than  this 
would  be  required.  A clinical  test  of  this  concept 
was  carried  out  on  our  metabolic  unit.  Obese  pa- 
tients who  required  approximately  3000  calories 
were  fed  3500  calories  each  day  for  one  week,  fol- 
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lowed  by  450  calories  a day  for  a second  week. 
Although  weight  loss  was  prevented  by  the  3500 
calories,  none  of  the  patients  gained  weight.  How- 
ever, on  450  calories  they  all  lost  weight. 

Evidence  from  other  laboratories  has  supple- 
mented these  findings  by  showing  that  it  is  the 
total  number  of  calories  that  count  and  the  form 
in  which  they  come.  Thus,  on  a 1200  calorie  diet 
patients  lose  weight  at  the  same  rate  whether  the 
calories  are  predominantly  protein,  fat  or  carbo- 
hydrate. In  conclusion,  I would  suggest  that  obesity 
results  from  the  ingestion  of  calories  in  excess  of 
body  need,  and  that  the  basal  caloric  needs  of 
obese  patients  are  the  same  as  those  for  people  of 
normal  weight  when  differences  in  surface  area  are 
taken  into  account. 

2.  EFFECTIVENESS  OF  DIETARY  THERAPY  IN  THE 

TREATMENT  OF  OBESITY 

From  what  has  been  said  thus  far  it  would  seem 
that  the  appropriate  treatment  for  obesity  would  be 
dietary  control  through  will  power.  For,  as  we  have 
said,  all  of  the  evidence  supports  the  concept  that 
the  development  of  obesity  is  the  result  of  ingestion 
of  calories  in  excess  of  requirements.  Moreover,  it 
appears  that  the  basal  requirements  of  the  obese 
are  higher  than  normal  since  the  surface  area  of 
obese  patients  is  higher  than  normal.  In  study 
after  study  it  has  been  clearly  demonstrated  that 
during  hospitalization  on  a controlled  dietary  in- 
take obese  patients  will  lose  weight. 

When  we  turn  from  the  metabolic  ward  to  the 
outpatient  clinic  however,  the  results  of  dietary 
therapy  have  been  disappointing.  A number  of 
studies  have  reported  the  long  term  follow  up  of 
obese  patients  treated  by  diet.  There  are  some 
differences  in  the  success  rate  from  one  clinic  to  an- 
other, but  on  the  whole  few  patients  have  achieved 
and  maintained  a significant  weight  loss.1 

When  diet  therapy  is  coupled  with  a group  so- 
cial situation  as  in  Weight  Watchers,  Diet  Kitchen 
and  TOPS  Clubs,  the  success  rate  may  be  better. 
However,  whether  the  long  term  success  rate  by 
these  groups  is  any  higher  is  unclear  since  no  long- 
term follow-up  is  available.  However,  unless  the 
basic  problems  which  have  led  to  the  initial  weight 
gain  have  been  removed,  one  might  expect  the 
weight  loss  to  be  temporary  in  most  individuals. 

3.  METABOLIC  OBESITY 

Since  obese  patients  gain  weight  from  ingestion 
of  excess  food  yet  fail  in  most  instances  to  main- 
tain a weight  loss  with  diet  therapy  alone,  one  is 
led  to  ask  whether  there  may  be  some  basic  meta- 
bolic abnormality  leading  to  obesity.  This  concept 
is  supported  by  experimental  studies  in  certain 
strains  of  experimental  animals.  In  some  strains 
of  mice  and  one  strain  of  rats,  obesity  is  inherited 


as  a simple  autosomal  Mendelian  recessive.  That 
is,  the  appearance  of  obesity  results  when  the  off- 
spring carries  two  genes  for  obesity,  since  the  non- 
obese  state  is  dominant.  The  characteristic  of  the 
obese-hyperglycemic  mouse  have  been  described  in 
detail  by  J.  Mayer2  and  compared  with  the  type 
of  obesity  which  is  produced  by  damage  to  certain 
areas  of  the  brain.  Mayer  has  labelled  these  two 
types  of  obesity  the  ‘‘regulatory”  and  the  ‘‘meta- 
bolic” types.  The  regulatory  type  refers  to  the 
animals  with  damage  in  the  hypothalamus.  This 
type  of  obesity  is  not  genetically  inherited.  In  con- 
trast, the  ‘‘metabolic”  type  of  obesity  is  inherited 
and  leads  to  abnormalities  in  the  metabolism  of 
adipose  tissue  and  in  the  response  of  these  experi- 
mental animals  to  insulin. 

With  these  animal  models  in  mind  it  has  been 
possible  to  evaluate  the  human  disease  to  see  if 
similar  abnormalities  exist.  The  increased  quan- 
tities of  fat  to  be  stored  can  be  accommodated  by 
enlarging  the  size  of  already  existing  fat  cells,  or 
by  adding  new  fat  cells  to  the  total  number.  In 
the  experimental  forms  of  obesity  both  the  total 
number  of  fat  cells  and  the  size  of  each  individual 
cell  enlarges.  Hirsch  and  collaborators3  of  the 
Rockefeller  Institute  have  investigated  this  prob- 
lem in  human  obesity.  They  found  that  grossly 
obese  human  beings  have  an  increase  in  the  size  of 
individual  fat  cells  and  an  increase  in  the  total 
number  of  fat  cells.  Of  greater  interest  from  the 
therapeutic  point  of  view  is  the  fact  that  as  obese 
patients  lose  weight  the  total  number  of  fat  cells 
seems  to  remain  constant.  It  is  the  size  of  the 
individual  cell  which  decreases.  Thus,  once  the 
number  of  fat  cells  expands,  these  cells  are  the 
permanent  property  of  their  owner.  Dieting  alone 
will  not  diminish  their  number  but  only  decrease 
their  size.  Moreover,  it  appears  that  decreasing 
the  size  of  fat  cells  is  accompanied  by  an  increase 
in  metabolic  activity.  The  altered  metabolism  of 
the  shrunken  fat  cell  may  in  some  way  stimulate 
the  desire  to  eat  in  order  to  re-expand  these  cells. 
Such  a sequence  of  events  would  provide  an  ex- 
planation for  the  failure  of  dietary  therapy. 

Our  own  approach  to  the  question  of  whether 
there  is  a form  of  metabolic  obesity  in  human  be- 
ings has  also  focused  on  the  metabolism  of  adipose 
tissue.  Adipose  tissue  is  known  to  take  up  glucose 
to  form  fatty  acids  and  glycerophosphate.  When 
three  molecules  of  fatty  acids  and  one  molecule  of 
glycerophosphate  are  combined,  a triglyceride  mo- 
lecule is  produced  and  stored.  Glycerophosphate  as 
one  of  the  principal  products  of  glucose  metabolism 
in  adipose  tissue  has  three  alternate  pathways  of 
metabolism.  The  predominant  pathway  is  conver- 
sion into  triglyceride.  A small  quantity  can  be  re- 
(Continued  on  next  page) 
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leased  from  the  cell  after  cleavage  of  the  phos- 
phate, but  in  adipose  tissue  this  represents  only  a 
small  fraction  of  the  total  metabolism.  The  third 
pathway  is  oxidation  by  a mitochondrial  enzyme. 
In  studies  performed  in  our  laboratory  it  was 
shown  that  the  activity  of  this  enzyme  is  reduced 
in  mitochondria  from  adipose  tissue  of  obese  pa- 
tients. A reduction  in  the  activity  of  this  enzyme 
would  decrease  one  of  the  alternate  pathways  for 
the  metabolism  of  glycerophosphate,  thereby  mak- 
ing more  glycerophosphate  available  for  synthesis 
of  triglycerides.  The  decrease  in  this  enzyme  may 
therefore  play  a role  in  the  pathogenesis  of  obesity. 

4.  TREATMENT  OF  'METABOLIC  OBESITY 

If  obesity  results  from  a metabolic  disorder  in 
adipose  tissue,  then  the  approach  to  treatment 
ought  to  be  tailored  to  meet  these  alterations.  With 
this  in  mind  Gordon  and  his  colleagues5  introduced 
a new  approach  to  the  treatment  of  obese  patients. 
Among  their  patients  they  observed  a significant 
number  who  were  mildly  hypothyroid  and  had  a 
diminished  capacity  to  excrete  water.  They  asked 
what  would  happen  if  they  used  a low  calorie  diet 
supplement  with  small  doses  of  triiodothyronine 
(liothyronine).  Their  program  consisted  of  admis- 
sion to  the  hospital  and  initial  evaluation  of  endo- 
crine and  nutritional  status.  All  patients  were  then 
subjected  to  a 48  hour  fast.  After  the  fast,  they 
were  given  a 1320  calorie  diet  in  six  feedings.  Sup- 
plements of  triiodothyronine  were  initiated  at  doses 
of  25  ^.g  twice  daily,  and  increased  step-wise  even’ 
4 or  5 days  to  a maximum  of  150  ug.  If  the  patient 
developed  symptoms  of  hypermetabolism  the  dose 
was  reduced.  Mercurial  diuretics  were  also  used 
every  7 to  10  days  to  help  remove  the  water  pro- 
duced by  metabolism  of  fat.  Every  kilogram  of  fat 
which  is  oxidized  to  carbon  dioxide  and  water  in 
the  metabolic  furnace  produces  more  than  its 
weight  in  water.  In  order  to  lose  weight,  they  rea- 
soned, it  was  necessary  to  excrete  this  water.  On 
their  regime  all  patients  lost  weight  while  in  the 
hospital. 

From  Gordon's  data  it  was  not  possible  to  decide 
whether  the  supplements  of  drugs  to  the  diet  had 
actually  increased  the  weight  loss  over  the  diet 
alone.  To  answer  this  question  we  investigated 
three  groups  of  6 to  7 patients  each  on  our  meta- 
bolic ward.5  One  group  received  only  the  diet,  one 
group  the  diet  plus  the  mercurial  diuretic,  and  the 
third  group  the  diet  plus  the  diuretic  and  triiodo- 
thyronine. From  this  data  it  became  clear  that  the 
group  receiving  the  full  program  lost  significantly 
more  weight  than  those  receiving  only  the  diet  or 
those  receiving  the  diuretic  along  with  the  diet. 
Moreover,  it  appeared  that  the  use  of  the  diuretics 
in  the  manner  described  by  Gordon  did  not  in- 
crease weight  loss,  indicating  that  it  was  the  small 
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doses  of  triiodothyronine  that  enhanced  the  weight 
loss  in  these  patients. 

The  effects  of  triiodothyronine  in  obese  patients 
are  quite  striking.  It  was  noted  earlier  that  the 
adipose  tissue  of  obese  patients  has  reduced  levels 
of  an  enzyme  which  oxidizes  glycerophosphate.  Ex- 
perimental work  in  animals  has  shown  that  this 
enzyme  is  stimulated  by  treatment  with  triiodo- 
thyronine. The  observations  on  the  enhanced  weight 
loss  of  obese  patients  fed  triiodothyronine  led  us 
to  ask  whether  this  enzyme  had  been  stimulated 
in  the  fat  of  obese  patients  during  this  treatment. 
We  can  now  answer  this  question  in  the  affirma- 
tive.' We  have  just  completed  studies  on  eight 
obese  patients  in  whom  biopsies  of  adipose  tissues 
were  examined  before  and  again  after  treatment 
with  triiodothyronine.  The  activity  of  the  mito- 
chondrial enzyme  was  significantly  increased  in  the 
fat  of  our  obese  patients  treated  with  triiodothy- 
ronine. Thus,  triiodothyronine  seems  to  have  some 
physiological  role  in  restoring  the  metabolism  of 
adipose  tissue  in  obesity. 

Triiodothyronine  also  seems  to  influence  the  ac- 
tivity of  some  of  the  hormones  which  are  deranged 
in  obesity.  It  has  been  frequently  demonstrated 
that  the  levels  of  human  growth  hormone  in  the 
serum  of  obese  patients  are  reduced.  Moreover,  the 
stimuli  which  raise  the  level  of  growth  hormone  in 
the  serum  of  normal  people,  such  as  exercise,  in- 
fusion of  certain  amino  acids,  or  the  induction  of 
hypoglycemia  by  injecting  insulin  are  much  less 
effective  in  obese  patients.  In  a study  soon  to  be 
reported  from  our  laboratory8  we  have  compared 
the  effects  of  weight  loss  and  triiodothyronine  on 
the  levels  of  human  growth  hormone  in  the  serum 
of  obese  patients  before  and  after  some  of  the  pro- 
vocative tests.  Suffice  it  to  say  that  weight  loss 
alone  restored  some  of  the  responsiveness  to  these 
various  tests.  Treatment  with  triiodothyronine, 
however,  had  a much  more  pronounced  influence 
on  the  response,  restoring  it  to  essentially  normal 
levels.  From  our  experiences,  therefore,  we  have 
been  led  to  conclude  that  the  concepts  of  meta- 
bolic obesity  and  its  treatment  as  proposed  by  Gor- 
don et  al.  have  considerable  merit.  This  same  po- 
sition is  supported  by  observations  from  other  la- 
boratories which  have  likewise  found  that  triiod- 
thyronine  is  effective  in  the  treatment  of  obesity. 
Although  the  final  chapter  on  the  treatment  of 
obesity  is  yet  to  be  written,  we  think  that  the  con- 
cepts of  metabolic  obesity  and  its  treatment  by 
metabolic  agents  will  have  a significant  place. 
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independence.  Our  social  workers,  whether  in  the 
hospital  or  the  community  agency,  must  be  in- 
volved in  planning.  There  are  community  respon- 
sibilities in  which  all  of  us  can  have  a vital  part, 
such  as  in  the  design  of  housing  that  will  include 
architectural  considerations  for  the  handicapped. 
Community  centers  for  older  people  again  and 
again  prove  to  be  the  type  of  resource  so  vitally 
needed  to  make  the  patients  and  the  family’s  life 
more  bearable.  Someone  has  said:  ‘‘we  have  added 
years  to  life,  but  have  we  added  life  to  those 
years.” 

Medically  we  should  offer  these  patients  with 
stroke  a clinical  resource  to  which  they  can  return 
following  discharge  from  the  acute  hospital,  where 
the  changing  situation  can  be  appraised  and  where 
new  rehabilitation  needs  can  be  met.  In  a sense 
we  should  aim  for  a “compensated  state”  in  hemi- 
plegia, just  as  we  aim  for  compensated  cardiac 
status  in  our  patients  with  organic  heart  disease 
whom  we  are  keeping  out  of  failure.  The  hemi- 
plegic’s problems  of  disability,  however,  are  broad- 
er, and  we  may  be  obliged  to  rely  very  heavily  on 
resources  other  than  medical  in  order  to  achieve 
this  end. 

The  problems  of  morbidity  due  to  cerebrovas- 
cular disease  are  tremendous.  We  should  not  take 
a defeatist  attitude  toward  the  question.  The 
stroke  patient  simply  highlights  a difficulty  facing 
our  society,  of  how  best  to  meet  the  needs  of  an 
aging  population  and  a population  with  chronic 
disease  and  handicap.  Medical  rehabilitation,  un- 
fortunately, has  had  to  be  too  much  involved  in  the 
care  of  the  “neglected  disabled,”  rather  than  the 


newly  disabled.  We  have  been  putting  more  empha- 
sis on  prevention  of  deaths  than  we  have  on  resto- 
ration of  the  sick.  Every  individual  of  this  type 
whom  we  can  render  “healthy”  or  independent 
represents  a community  asset,  and  this  concerns 
every  one  of  us  involved  in  health  services. 

I think  you  will  all  recognize  that  in  this  ap- 
proach to  the  subject  of  stroke  I have  begged  the 
question  of  selectivity.  A scarce  resource  in  the 
face  of  a massive  problem  should  ideally  be  ap- 
plied to  a population  who  will  be  most  likely  to 
benefit.  It  brings  to  mind  the  comments  of  Doctor 
Meyer  Aaron  Perlstein  of  Chicago,  who  addressed 
himself  to  the  problems  of  treatment  in  cerebral 
palsy  as  follows:  “There  are  essentially  three  de- 
grees of  severity  in  cerebral  palsy.  Firstly,  those 
who  are  midly  involved,  they  really  do  not  require 
rehabilitation  treatment.  Secondly,  those  who  are 
so  severely  involved  that  no  amount  of  therapy 
will  make  much  difference,  and  thrdly,  those  who 
will  benefit.”  Can  this  type  of  thinking  be  applied 
to  patients  with  stroke?  Our  greatest  need  is  to 
develop  a proces  of  evaluation  and  disability  anal- 
ysis that  would  allow  us  to  project  a reasonaby 
reliable  prognosis  as  to  the  likelihood  of  success 
in  rehabilitation. 

I suggest  that  only  by  a very  broad  approach 
to  this  problem,  along  the  lines  I have  outlined, 
will  we  accumulate  sufficient  data  to  provide  us 
with  such  a formula.  Some  studies  have  already 
been  directed  at  this  problem,  but  much  remains 
to  be  accomplished. 


SURGEON  AVAILABLE 

Board  certified  General  Surgeon.  Univer- 
sity trained.  Experienced,  no  military  obli- 
gations, seeks  association,  group  or  full- 
time teaching  hospital  position.  Licensed 
in  R.  I.,  N.  Y.,  and  D.  C. 

Write  Box  7,  R.  I.  Medical  Journal,  106 
Francis  Street,  Providence,  R.  I.  02903. 


DERMAQUIZ  ANSWERS 
(See  Page  15) 

Left,  Psoriasis,  an  unusual  location  and  appearance. 
Right,  The  end  of  an  acute  dermatitis  venenata  from 
wood  alcohol  in  a window  washer.  The  damage  is 
superficial  and  transient.  The  hands  were  normal  and 
for  this  reason  the  healing  is  complete  and  perma- 
nent. 


January,  1969 


31 


Highlights  Of  The  Actions  Of  The  House  Of 
Delegates  Of  The  American  Medical  Association 


22nd  Clinical  Convention,  Miami 
Beach , Florida,  Dec.  1-4,  1968 

Among  the  major  actions  taken  by  the  House 
of  Delegates  of  the  American  Medical  Association 
at  its  Miami  meeting,  December  1-4,  1968,  were 
the  following: 

Discrimination 

Discrimination  in  the  AMA  membership  because 
of  color,  creed,  race,  religion  or  ethnic  origin  was 
clearly  prohibited  by  a section  added  to  the  Asso- 
ciation's bylaws.  A second  amendment  adopted 
provides  a mechanism  for  implementing  the  pro- 
hibition in  case  of  repeated  violations,  (i.e.  the 
local  medical  society  can  be  dropped  from  the 
AMA). 

Osteopathy 

The  House  directed  the  Council  on  Constitution 
and  Bylaws  to  prepare  ‘‘appropriate  bylaw  amend- 
ment so  that  qualified  doctors  of  osteopathy  may 
be  admitted  to  full  membership  in  the  AMA,  and 
it  also  adopted  a Board  of  Trustees  report  provid- 
ing a number  of  significant  avenues  whereby  "qual- 
ified osteopaths  may  be  assimilated  into  the  main- 
stream of  medicine.” 

Organ  Transplants 

A statement  on  organ  transplants  was  adopted 
which  provided  that  1 ) the  preservation  of  good 
medical  practice  demands  that  the  evolution  of 
therapy  be  orderly,  2)  that  due  regard  for  the 
welfare  and  safety  of  each  individual  patient  is 
paramount,  3 ) that  heart  transplantation  has 
brought  certain  medical,  ethical  and  legal  questions 
into  critical  focus,  4)  that  the  potential  for  heart 
transplantation  whatever  that  may  prove  to  be  by 
subsequent  clinical  experience,  will  be  “severely 
limited  by  the  shortage  of  potential  organ  donors,” 
S)  that  the  public  must  be  made  fully  aware  of 
the  potentialities  and  limitations  of  heart  trans- 
plantation as  those  are  currently  understood  and 
as  that  understanding  is  modified  by  subsequent 
experience. 

Health  Care  Costs  and  Financing 

The  AMA  asked  the  Board  of  Trustees  to  devote 
sufficient  staff,  facilities  and  funds  to  develop  “an 
effective  program  for  immediate  and  on-going 
studies  of  health  care  costs,  and  to  report  at  the 
1969  annual  meeting. 

And  recognizing  that  advertising  and  promotion 
of  New  Blue  Shield  programs  providing  broader 
benefits  might  be  subject  to  misinterpretation  by 
the  public,  the  House  resolved  that  “any  referen- 
ces to  ‘paid  in  full'  coverage  clearly  identify  those 


services  which  are  indeed  covered  on  a ‘paid-in-full’ 
basis  and  also  identify  the  circumstances  under 
which  those  services  must  be  rendered.” 

In  two  other  actions  the  House  called  on  “all 
voluntary  health  insurance  organizations  to  offer 
re-instatement  of  all  contracts  which  were  can- 
celled or  converted  because  the  insured  individual 
was  over  age  65  and  eligible  for  medicare;  and  re- 
affirmed the  AMA's  belief  that  the  concept  of 
voluntary  health  insurance  is  the  most  acceptable 
means  of  financing  health  care  when  applied  in 
keeping  with  the  principles  of  the  American  Med- 
ical Association. 

Matters  of  Patient  Care  and  Public  Interest 

A report  on  "Special  Requirements  for  Residen- 
cy Training  in  Family  Practice'’  was  adopted  that 
included  affirmation  of  the  importance  of  provid- 
ing appropriate  recognition  for  family  physicians 
through  approval  of  a primary  specialty  board  for 
family  practice. 

In  other  actions  the  House: 

Accepted  for  information  a report  that  a portion 
of  the  program  for  the  3rd  National  Congress  on 
the  Socio-Economics  of  Health  Care  will  be  de- 
voted to  solo  practice. 

Accepted  a report  on  AMA's  continuing  concern 
with  obesity  treatment. 

Urged  anew  that  AMA  members  play  a major 
role  against  cigarette  smoking. 

Urged  state  societies  where  existing  laws  do  not 
permit  minors  to  consent  to  treatment  for  venereal 
disease  to  seek  the  enactment  of  such  legislation. 
Graduate  Education 

A program  for  formal  recognition  by  the  AMA 
of  physicians  who  participate  in  continuing  medical 
education  was  adopted,  along  with  a proposal  to 
fund  the  recognition  award. 

Under  this  plan  a physician  may,  upon  request, 
receive  the  recognition  award  at  the  competition 
of  three  years  of  graduate  training  in  AMA-ap- 
proved  programs,  or  the  equivalent  in  research  ac- 
tivity or  in  educational  programs  leading  to  further 
advanced  degrees  in  medical  science. 

Allied  Health  Personnel 

A report  was  adopted  that  stated  that  "the  med- 
ical staff  should  concern  itself  with  contractual 
agreements  between  various  allied  health  profes- 
sionals and  the  hospital  only  insofar  as,  and  to  the 
extent  that,  such  agreements  tend  to  remove  the 
provision  of  ancillary  services  from  the  prescription 
and  supervision  of  the  physician.” 
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Revisions  of  “'Essentials  of  Approved  Schools 
of  Medical  Technology”  and  “‘Essentials  of  an  ac- 
credited School  of  Radiation  Therapy  Technology,” 
as  submitted  by  the  Council  on  Medical  Education, 
were  adopted. 

State  societies  were  encouraged  to  study  the 
problems  relating  to  nursing  education  and  to  seek 
at  the  local  level  all  available  sources  of  financing 
support  for  hospital  nursing  schools. 

Medicine  and  the  Government 

Actions  taken  included: 

That  the  AMA  seek  to  have  Congress  phase  out 
federal  health  care  programs  which  overlap  and 
reduplicate  Medicaid. 

That  PL  89-749  be  amended  to  require  that  a 
substantial  percentage  of  executive  boards  or  coun- 
cils at  all  levels  of  planning,  federal,  state  and  re- 
gional both  A and  B agencies,  be  actively  practic- 
ing private  physicians,  nominated  by  organized 
medicine. 

That  county  and  state  medical  associations 
through  the  AMA,  supply  when  requested  the 
names  and  biographical  data  of  physicians  who  are 
qualified,  willing  and  able  to  accept  appointment 
in  government  service,  full  or  part  time. 

That  the  Board  of  Trustees  consider  sponsorship 
of  periodic  conferences  or  workships  on  public  af- 
fairs for  the  continuing  education  and  benefit  of 
medical  society  leaders  and  physicians  throughout 
the  nation. 

That  the  AMA  exert  every  effort  to  bring  about 
the  elimination  of  unnecessary  documentation  of 
medical  services  by  the  physician,  hospital  or  fiscal 
intermediary  on  Medicare  and  Medicaid  patients. 

That  all  school  administrative  bodies  be  en- 
courage to  consult  with  competent  medical  author- 
ities prior  to  initiating  and  conducting  programs 
involving  any  medical  aspects  funded  under  the 
Elementary  and  Secondary  School  Act. 

That  physicians  and  their  medical  societies 
should  strive  to  attain  the  adoption  of  established 
principles  which  are  designed  to  provide  the  people 
of  this  nation  with  the  highest  quality  of  medical 
care,  and  that  all  physicians  be  reminded  that  '“as 
free  men  and  women  they  have  no  obligation  to 
accept  employment  and  remuneration  under  any 
conditions  other  than  those  arrived  at  by  agree- 
ment between  the  physician  and  the  recipient  of 
his  service.” 

Miscellaneous  Actions 

State  and  county  societies  were  urged  to  estab- 
lish uniform  membership  classifications  based  on 
AMA  membership  categories  prescribed  in  the  by- 
laws. 

A progress  report  on  the  management  survey  of 
the  AMA  was  adopted,  as  well  as  a resolution  that 
the  board  of  trustees  continue  to  observe  closely 
the  activities  of  the  new  Division  of  Public  Affairs. 


That  the  office  of  Executive  Vice  President  be 
filled,  if  possible,  by  the  doctor  of  medicine. 

That  the  board  of  trustees  continue  and  expedite 
its  present  activities  to  study  and  search  for  solu- 
tions to  problems  of  medical  professional  liability. 

That  the  AMA,  through  its  representatives  on 
the  Joint  Commission  on  Accreditation  of  Hospi- 
tals, take  action  to  assure  that  accreditation  be 
granted  only  those  institutions  where  the  rights  of 
the  medical  staff  are  not  abrogated. 

That  the  House  go  on  record  favoring  explora- 
tion of  establishing  more  uniform  reciprocity  ar- 
rangements among  all  states  with  respect  to  phy- 
sician licensing. 

That  the  AMA  adopt  the  following  definitions 
and  distribute  them  to  all  state  medical  associa- 
tions for  their  individual  consideration  and  guid- 
ance: 

“'Usual”  is  defined  as  the  usual  fee  which  is 
charged  for  a given  service  by  an  individual  physi- 
cian in  his  personal  practice  (i.e.,  his  own  usual 
fee) ; 

‘“Customary”  is  defined  at  the  range  of  usual 
fees  charged  by  physicians  of  similar  training  and 
experience  for  the  same  service  within  a given  spe- 
cific limited  geographic  or  socio-economic  area; 

“'Reasonable”  is  defined  as  a fee  which  meets  the 
above  two  criteria,  or  in  the  opinion  of  the  local 
responsible  medical  association’s  review  commit- 
tee, is  justifiable  in  the  special  circumstances  of 
the  particular  case  in  question. 

The  House  also  resolved  that  whenever  the  above 
terms  are  used  in  contracts  or  laws  that  they  be 
specifically  defined  in  those  documents. 



COMPARISON  OF  INPATIENT  ADMISSIONS 


WITH  OUTPATIENT  SERVICES 


(Per  1,00  population  by 

Region,  1967 — All 

Hospitals) 

Inpatient 

Outpatient 

REGION 

Admissions 

Visits 

UNITED  STATES 

148 

749 

New  England 

151 

817 

Middle  Atlantic 

135 

809 

South  Atlantic 

147 

811 

East  North  Central 

144 

607 

East  South  Central 

154 

560 

West  North  Central 

168 

595 

West  South  Central 

158 

742 

Mountain 

165 

807 

Pacific 

146 

962 

Source:  American  Hospital  Association. 

ONE  SENTENCE  ESSAY 

The  thing  that  frightens  me  about  the  modern 
intelligentsia  is  their  inability  to  see  that  human 
society  must  be  based  on  human  decency,  what- 
ever the  political  and  economic  forms  may  be. 

. . . George  Orwell 
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WORKMEN'S  COMPENSATION  MEDICINE 


* 


Psychological  Problems  and  Moti- 
vation for  Recovery  Often  Influ- 
enced by  Third  Party  Payment 

The  physician's  participation  in  The  Workmen's 
Compensation  process  begins  with  his  acceptance 
of  the  obligation  to  diagnose  and  treat  a patient 
who  has  an  injury  ‘‘arising  out  of  and  in  the 
course  of  his  employment.”  Since  the  assignment 
of  liability  is  contingent  on  this  set  of  circumstan- 
ces, the  physician  should  understand  fully  the 
meaning  of  this  series  of  events  and  include  in  his 
recording  of  the  history  those  facts  which  are 
pertinent  to  these  events. 

There  is  a distinct  difference  in  the  meaning  of 
the  terms  “arising  out  of”  and  ‘ in  the  course  of” 
which  frequently  are  used  interchangeably.  A gen- 
erally accepted  definition  of  these  terms  is  as  fol- 
lows: ‘‘The  words  ‘arising  out  of  refer  to  the  ori- 
gin or  cause  of  the  accident  and  are  descriptive  of 
its  character,  while  the  words  'in  the  course  of’ 
refer  to  the  time,  place  and  circumstances  under 
which  the  accident  occurs.” 

The  physician  will  be  called  upon  to  give  an 
opinion  from  his  history  and  examination  as  to 
the  causal  relationship  of  the  injury.  Although 
medically  he  may  be  able  to  define  a direct  causal 
relationship,  this  may  not  necessarily  constitute 
legal  liability.  The  physician  must  understand  that 
in  addition  to  the  medical  facts  there  are  other 
facts,  circumstances,  customs,  legal  requirements, 
and  obligations  of  both  employer  and  employee 
relative  to  the  incident  causing  the  injury  which 
must  be  considered  by  the  appropriate  legal  body 
before  a final  decision  can  be  reached. 

Should  the  physician  find  a direct  causal  rela- 
tionship between  the  injury  and  the  employment, 
he  will  also  soon  learn  that  this  relationship  is  not 
always  simple.  There  are  many  factors  inherent  in 
Workmen's  Compensation  medicine  that  not  only 
alter  the  usual  course  of  disease  but  affect  the 
doctor-patient  relationship  as  well.  Understanding 
these  factors  is  essential  for  the  physician  who  is 
involved  in  the  management  of  these  cases. 

When  the  patient  makes  his  first  appearance  to 
the  physician,  he  recalls  from  his  memory  the 
events  leading  to  his  injury.  It  is  the  physician’s 
role  not  to  determine  the  validity  of  the  facts  or 
the  employer's  liability  but  to  record  the  facts  as 
related  to  him.  The  form  of  the  history  is  no  dif- 
ferent from  that  taken  from  any  other  patient  and 

*This  is  the  second  in  a series  of  papers  describing 
the  nature  and  operation  of  the  Workmen’s  Com- 
pensation Law. 


HENRY  M.  LITCHMAN,  M.D.,  of  Providence, 
R.I.  Assistant  Surgeon,  Department  of  Ortho- 
pedics, Miriam  Hospital,  Providence,  R.I. 


usually  begins  with  the  chief  complaint  followed 
by  the  details  of  the  present  illness.  The  presence 
or  absence  of  any  related  past  history  is  to  be  in- 
cluded. There  are  many  unrelated  facts  and  ob- 
servations that  will  come  to  light  that  are  essential 
to  the  physician  in  evaluating  the  complete  medical 
history,  but  these  should  not  be  entered  into  the 
record.  The  physician  must  always  bear  in  mind 
the  fact  that  his  report  must  be  evaluated  by  non- 
medical readers,  and  unrelated  information  tends 
to  confuse  the  essential  facts. 

On  the  basis  of  the  history  and  physical  exami- 
nation a diagnosis  is  made.  The  physician  should 
state  his  opinion  as  to  the  consistency  of  this  di- 
agnosis with  the  injury  as  described,  establishing 
the  causal  relationship.  The  physician  should  rea- 
lize that  by  his  careful  documentation  and  support 
of  his  diagnosis  and  opinions  the  necessity  of  his 
being  called  before  the  Workmen's  Compensation 
Commission  wall  be  lessened. 

A treatment  program  will  be  established  by  the 
physician,  and  arrangements  for  follow-up  care 
made.  Assessment  of  the  prognosis  wall  be  diffi- 
cult from  one  evaluative  session,  but  some  clues 
will  be  present,  even  at  the  first  visit,  wrhich  wall 
give  the  physician  insight  into  the  future  manage- 
ment of  the  case. 

Experience  has  traditionally  been  the  basis  for 
determining  the  prognosis  of  a case.  Different  con- 
ditions have  characteristically  been  associated  with 
certain  periods  of  time  in  which  they  are  expected 
to  result  in  recovery.  It  has  been  universally  ac- 
cepted that  with  the  introduction  of  the  third 
party,  as  in  Workmen's  Compensation  medicine, 
these  predictions  are  no  longer  reliable.  Studies 
have  helped  to  identify  those  cases  in  which 
events  will  probably  not  occur,  in  the  normal 
course,  and  the  physician  should  be  awrare  of  the 
tell-tale  signs  and  symptoms. 

The  first  thing  that  identifies  the  Workmen's 
Compensation  patient  as  being  different  from  the 
rest  of  the  population  is  that  he  has  been  the  vic- 
tim of  an  accident  at  work.  Though  the  accidents 
are  an  undoubted  hazard  of  living,  it  appears  that 
in  some  individuals  the  occurrence  is  at  a time 
when  that  individual's  accident  liability  is  high.1 
This  is  correlated  wath  a series  of  motivational  fac- 
tors which  are  not  only  significant  in  the  causation 
of  the  accident  but  alter  the  normal  course  of  re- 
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covery.  These  factors  have  been  described  as  the 
‘‘accident  process.”2 

In  these  predisposed  individuals  with  underlying 
psychological  difficulties,  the  injury  occurs  as  an 
event  in  a dynamic  process  that  started  before  the 
injury  and  continues  beyond.  The  underlying  anxi- 
ety, tension  and  often  depression,  is  crystalized  by 
the  injury,  and  the  pain  and  incapacity  persist  as 
a solution  to  the  patient’s  underlying  problem.  In 
a sense  the  patient  can  now  substitute  an  accept- 
able disability  of  injury  for  the  unacceptable  dis- 
ability of  chronic  tension  and  depression.  The  pa- 
tient uses  this  physical  disturbance  to  solve  his 
life  problem  and  is  resistant  to  giving  up  his  symp- 
toms. This  is  reinforced  by  the  fact  that  in  his 
incapacity  he  is  supported  financially  and  pro- 
tected by  the  Workmen’s  Compensation  mechanism. 

The  physician  must  learn  to  recognize  the  type 
of  case  in  which  this  phenomenon  is  occurring,  as 
it  will  help  him  to  define  his  role  in  the  doctor- 
patient  relationship  and  will  influence  his  treat- 
ment regime. 

Patients  in  this  category  very  often  have  diffi- 
culty in  relating  their  chief  complaint.  They  state 
peripheral  reasons  for  being  present,  such  as  “my 
lawyer  sent  me.”  This  has  been  interpreted  as  a 
reluctance  to  let  the  doctor  know  what  is  wrong, 
since  they  are  really  not  seeking  help.  The  present 
illness  often  includes  obvious  mistakes  in  proce- 
dure, infractions  of  safety  rules,  and  feelings  of 
depression.  The  patient  may  not  have  sought  med- 
ical aid  at  all  or  has  continued  in  treatment  with 
a physician  for  a long  period  of  time  in  spite  of 
no  improvement.  Shifting  from  one  physician  to 
another  sometimes  is  a hostile  reaction  to  the  im- 
proving treatment. 

This  basic  hostility  is  also  vented  at  the  em- 
ployer and  the  insurance  carrier.  This  is  met  by 
an  equal  and  opposite  reaction  by  the  latter.  De- 
lays in  handling  claims  and  payment,  discourteous 
treatment,  and  loss  of  employer  interest  and  sup- 
port reinforce  the  injured  worker's  hostility.  These 
factors  make  it  very  difficult  for  the  physician  to 
function  in  his  job  of  rehabilitating  the  patient  and 
returning  him  to  work. 

Certain  generalizations  can  be  made  with  respect 
to  the  treatment  process  that,  if  understood  by  the 
physician  would  facilitate  faster  recovery. 

The  essential  point  to  be  considered  is  that  the 
physician  himself  is  the  chief  therapeutic  agent. 
The  physician’s  attitude,  as  communicated  to  the 
patient,  will  determine  the  outcome  of  the  therapy. 
If  the  physician  responds  negatively  to  the  pa- 
tient’s hostility,  his  treatment  program  will  prob- 
ably fail.  The  physician  often  tends  to  overreact 
to  overcome  his  own  hostility  and  frustration  by 
overtreating  in  the  hope  of  diminishing  the  pa- 


tient’s hostility.  Extra  tests,  procedures,  prolonged 
hospitalizations,  and  continued  periods  of  disabil- 
ity result.  The  physician,  by  understanding  that 
such  processes  are  occurring,  has  made  the  first 
step  in  developing  an  effective  therapy.  The  initial 
history  has  suggested  the  possibility  of  chronicity, 
however  the  physician  has  been  sympathetic  and 
understanding.  When  the  patient  has  not  re- 
sponded normally  to  what  one  would  expect  in  the 
given  illness  situation,  the  chronicity  can  then  be 
assumed  to  be  psychogenic  in  origin.  Psychiatric 
referral  in  most  cases  would  only  serve  to  alienate 
the  patient  and  destroy  the  only  chance  for  the 
treating  physician  to  develop  an  effective  therapy. 
Each  physician,  instead,  has  to  be  part  psychiatrist 
and  combine  simple  psychotherapy  in  addition  to 
his  somatic  treatments. 

This  would  appear  to  be  against  the  traditional 
teachings  of  psychiatry.  It  has  long  been  taught 
that  physical  treatment  of  psychogenic  disorders 
confirmed  the  patient’s  belief  that  his  complaints 
were  physical,  making  him  more  refractory  to  psy- 
chotherapy. 

If  we  consider,  however,  that  the  patient’s  symp- 
toms represent  neurotic  manifestations  acquired 
in  anxiety-producing  situations,  we  can  think  of 
them  in  terms  of  learning  theory.3  The  symptoms 
therefore  represent  persistent,  unadaptive,  learned- 
conditioned  responses.  Therapy  is  based  upon  di- 
minishing the  anxiety  at  the  same  time  as  the  so- 
matic symptoms  are  being  relieved.  In  many  cases 
this  can  be  accomplished  by  suggestion,  while  in 
resistant  cases  psychiatric  help  should  be  obtained. 
The  point  at  which  the  physician  tells  the  patient 
to  return  to  work  is  difficult  to  categorize.  If  the 
proper  relationship  has  been  established,  the  physi- 
cian can  sense  by  the  responses  to  his  suggestions 
how  fast  he  can  proceed.  Statements  such  as 
“You’re  doing  so  well  that  by  the  next  visit  you 
should  be  ready  to  go  back  to  light  work”  are  often 
followed  by  the  voluntary  acceptance  of  this  course 
of  action  by  the  time  of  the  next  visit.  Abruptness 
will  only  cause  the  patient  to  flee  to  another  physi- 
cian, which  only  prolongs  the  period  of  disability. 
There  is  a variety  of  motivational  factors  destruc- 
tive to  this  rehabilitative  process  that  evidently  are 
little  understood,  as  they  appear  so  frequently  in 
practice.  Hostility  on  the  part  of  the  employer  or 
insurance  adjustor,  the  unsympathetic  abrupt  med- 
ical examiner  for  the  insurance  company,  and  un- 
necessary delays  in  receiving  compensation  bene- 
fits are  but  a few  examples.  The  inability  to  get  a 
patient  back  to  some  form  of  gainful  work  until 
he  is  able  to  resume  his  regular  job  also  accounts 
for  increased  compensation  costs. 

Very  often  the  attitude  of  the  insurance  company 
(Concluded  on  Page  56) 
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A PILOT  PROGRAM  IN  HEALTH  EDUCATION 
RELATED  TO  THE  HAZARDS  OF  CIGARETTE 
SMOKING  * 


Study  Indicates  Need  for  Start  in 
Anti-Smoking  Education 

A group  of  sixth  grade  students  participated  in 
a pilot  program  in  health  education  related  to  the 
hazards  of  smoking.  Questionnaires  were  filled  out 
before  instruction  began.  One  year  later  the  same 
questionnaire  was  distributed  to  the  same  students 
and  to  another  group  of  the  same  grade  in  the 
same  school  who  had  not  participated  in  the  pilot 
program.  The  smoking  attitudes  and  habits  of  the 
two  groups  were  compared. 

INTRODUCTION 

The  public  has  become  reasonably  well  informed 
on  the  hazards  of  cigarette  smoking;  yet  the  rate 
of  cigarette  consumption  continues  to  rise.3  There 
seems  to  be  a general  failure  to  inhibit  youth  from 
starting  to  smoke,  which  has  compelled  many  to 
approach  the  older  established  smokers.  A Smoking 
Deterrent  Project  at  Rhode  Island  Hospital  sup- 
ported by  a grant  from  the  Rhode  Island  Depart- 
ment of  Health  was  initiated  in  April,  1964.  Forty- 
four  per  cent  of  those  who  stopped  smoking  during 
the  classes  resumed  when  classes  ended.  Fifty-six 
per  cent  had  resumed  nine  months  after  the  clinic 
ended.  The  conclusion  of  the  authors  was  that 
early  acquirement  of  the  smoking  habit  and  youth 
were  two  important  barriers  to  successful  deter- 
rence and  that  educational  attack  must  start  before 
the  seventh  grade  in  school. 

This  conclusion  is  also  supported  in  a study  done 
In  England0  where  four  techniques  were  used  to 
encourage  an  antipathy  to  smoking.  The  methods 
used  were  didactic,  psychological  persuasion,  group 
discussion,  and  a combination  of  these  three.  The 
most  successful  method  was  group  discussion,  but 
evaluation  of  the  project  indicated  that  the  attack 
must  begin  in  primary  school.  In  view  of  the  fact 
that  the  public  is  in  possession  of  the  facts  of  the 
smoking  hazards,  one  can  conclude  that  only  a 
specific  type  of  personality  will  continue  to  smoke.1 
In  a study  done  at  the  University  of  Illinois  it  was 
found  that  happy-go-lucky  and  outgoing  personali- 
ties had  a significant  association  with  smoking.  A 
conclusion  was  that  smoking  begins  in  a social  set- 
ting and  that  the  more  happy-go-lucky  an  individ- 

*A  Research  paper  presented  in  partial  fulfillment 
of  the  course  requirements  at  the  Rhode  Island 
College  of  Education. 


Ml'RIEL  SADLER  of  Rumford,  Rhode  Island 

ual  is  the  less  wary  he  is  of  danger  and  the  more 
likely  to  get  into  the  habit  of  smoking. 

In  another  research  study  in  England6  it  was 
found  that  most  13-14  year  old  boys  said  they 
smoked  for  pleasure,  whereas  13  year  old  girls  in- 
dicated that  they  smoked  for  social  reasons  and 
14  year  girls  indicated  that  addiction  and  pleasure 
were  more  important. 

In  Salber's  report4  the  reasons  that  some  teen- 
agers gave  for  smoking  were  conformity  to  the  peer 
group,  adult  example,  desire  to  impress  others, 
curiosity,  enjoyment,  and  rebellion  against  au- 
thority. 

It  would  seem  that  if  the  public  is  to  believe 
the  Surgeon  General’s  Report,11  where  it  is  re- 
ported that  smoking  is  a serious  health  hazard,  then 
the  smoking  problem  must  be  attacked  and  at- 
tacked at  the  age  level  where  a person  is  most 
vulnerable  to  its  attractions,  which  appears  to  be 
in  early  youth. 

To  combat  this  problem  of  youth  acquiring  the 
smoking  habit,  the  East  Providence,  Rhode  Island, 
school  system  in  March,  1967  initiated  a pilot  pro- 
gram related  to  smoking  hazards  in  a sixth  grade 
class  involving  130  pupils.  The  program  was  de- 
signed to  educate  students  on  the  hazards  of  smok- 
ing through  the  use  of  medical  personnel  assisting 
the  teachers  by  visiting  the  classrooms  and  trying 
to  develop  in  these  students  an  antipathy  toward 
the  smoking  habit. 

If  this  program  were  successful,  it  might  be  hy- 
pothesized that  students  who  had  had  the  program 
would  differ  in  their  habits  and  attitudes  from 
those  students  who  had  not  had  the  program. 

PROCEDURF 

The  sixth  grade  classes  involving  130  pupils  in 
an  East  Providence  elementary  school  were  given 
a pilot  program  in  health  education  with  emphasis 
on  the  smoking  hazard.  Before  the  program  began 
a questionnaire  was  distributed  to  the  students  to 
survey  habits,  understandings,  and  attitudes  to- 
ward the  use  of  tobacco. 

The  program  consisted  of  physicians  visiting  the 
classes  twice  within  a four  week  period  and  pre- 
senting to  them  information  related  to  cancer  and 
cigarette  smoking.  They  used  slides,  specimens  of 
cancerous  and  healthy  lung  tissue,  and  other  visual 
aids  along  with  group  discussions.  The  teachers 
used  both  the  material  presented  by  the  physicians 
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and  a suggested  outline  previously  developed  by 
the  school  department. 

A follow-up  questionnaire  was  completed  a year 
later  by  125  of  the  130  students  who  had  partici- 
pated in  the  pilot  program  and  to  144  other  sev- 
enth graders  who  had  not  been  exposed  to  the 
pilot  program.  The  questions  were  the  same,  and  a 
few  additional  ones  were  included. 

RESULTS  AND  DISCUSSIONS 

The  study  indicates  that  the  smoking  habits  and 
attitudes  of  the  students  changed  in  a year’s  time. 
Table  1 shows  that  55  per  cent  of  the  respondents 
had  experimented  with  smoking,  whereas  69  per 
cent  had  done  so  in  the  following  year.  This  increase 
is  significant  at  the  one  per  cent  level.  Of  those 
students  who  do  smoke,  13  per  cent  were  smoking 
on  a daily  basis  as  compared  to  42  per  cent  the 
previous  year,  showing  a significance  at  the  five 

TABLE  1 


Smoking  Habits  of  Students  in  1967  Compared  to  1968 


1967 

1968 

Chi 

Square 

Experimented  with  smoking 

55% 

69% 

7.17** 

Of  those  who  have  experi- 

mented,  smoke  now 

26% 

20% 

.399 

Of  those  smoking, 

smoke  daily 

42% 

13% 

5.59* 

Of  those  smoking  daily, 

smoke  1-10  cigarettes 

87% 

87.5% 

smoke  11-20  cigarettes 

13% 

12.5% 

smoke  over  20  cigarettes 

0% 

0% 

per  cent  level.  One  answer  to  the  reason  why  there 
were  more  students  who  had  experienced  smoking 
the  second  year  may  be  simply  that  they  were  a 
year  older  and  were  coming  into  the  age  where 
smoking  was  more  attractive  to  them.  Of  the 
smokers,  only  13  per  cent  were  doing  so  an  a 
daily  basis  as  compared  to  42  per  cent  the  previous 
year.  This  may  indicate  an  awareness  on  their  part 
of  the  dangers  of  acquiring  the  smoking  habit  and 
therefore  the  use  of  some  restraint. 

The  results  shown  in  Table  2 indicate  some  sig- 
nificant changes  in  attitudes  of  the  students  to- 
ward smoking.  The  interest  students  have  in  smok- 
ing is  caused  mostly  by  their  peer  group  and  sig- 
nificantly at  the  one  per  cent  level  the  second  year, 
which  substantiates  the  findings  of  Salber.4  TV  ads 
dropped  from  a second  place  reason  for  smoking 
to  the  last  place  in  the  list  of  reasons  the  year 
later.  Students  were  well-informed  both  years  on 
the  harmful  effects  of  smoking,  although  it  is  in- 
teresting to  note  that  the  second  year  showed  a 
few  “doubters”  regarding  the  possible  link  between 
smoking  and  lung  cancer. 

The  attitudes  and  habits  of  the  students  seem  to 
be  about  the  same  between  the  girls  and  the  boys 
as  shown  in  Table  3.  The  number  of  respondents 
to  the  individual  questions  are  listed  in  this  table 


TABLE 

Smoking  Attitudes  of  Students 

2 

in  1967 

compare 

to  1968 

1967 

1968 

Chi 

Square 

Believe  smoking  is  harmful 

to  health 

95% 

93% 

.180 

Believe  smoking  may  cause 

lung  cancer 

99% 

92% 

7.97** 

Believe  easy  to  break 

smoking  habit 

37% 

28% 

2.59 

Interest  in  smoking  caused  by 

TV  advertisements 

30% 

8% 

17.6** 

Someone  at  home  smoking 

20% 

12% 

3.91* 

Friends 

32% 

67% 

21.2** 

Other  reasons 

18% 

13% 

.68 

* PO.05 
**  PO.01 

TABLE  3 

No.  of 
Boys  Girls  Resp. 


Smoke  daily:  yes 

22 

15 

171 

no 

63 

71 

Parents  aware  of  smoking:  yes 

20 

8 

73 

no 

19 

26 

Parents  tried  to  discourage 

interest  in  smoking : yes 

62 

60 

142 

no 

13 

7 

Have  no  interest  in  smoking 

58 

60 

118 

Smoking  hazards  discussed 

in  home : yes 

75 

68 

260 

no 

57 

60 

Expect  to  be  a smoker  for  life : yes 

13 

10 

80 

no 

27 

30 

Don  t have  any  friends  who  smoke 

50 

31 

81 

Have  1 or  2 friends  who  want  to  stop 

31 

27 

58 

Most  friends  want  to  stop 

11 

12 

23 

Most  friends  don’t  care  if  they 

stop  or  not 

42 

62 

104 

Reasons  for  smoking : 
Pleasure 

34 

31 

193 

Social 

43 

49 

Addiction 

14 

18 

Save  coupons 

4 

0 

Members  of  household  who  smoke  : 
Father 

34 

24 

152 

Mother 

16 

15 

A sibling 

6 

4 

Another  person 

7 

4 

No  one  smokes 

19 

23 

Members  of  household  who  stopped 

or  tried  to  stop : 
Father 

43 

40 

203 

Mother 

25 

23 

A sibling 

9 

4 

Another  person 

20 

28 

No  one  stopped  or  tried  to  stop 

20 

28 

because  not  all  the  students  answered  every  ques- 
tion. 

The  results  indicated  in  Tables  4 and  5,  which 
compare  the  smoking  habits  and  attitudes  of  stu- 
dents who  had  been  in  the  pilot  program  in  health 
education  with  those  who  had  not,  shows  no  signi- 
ficance at  all.  The  students  all  have  basically  the 
the  same  understandings  and  habits  whether  or 
not  they  were  in  the  pilot  program. 

From  previous  studies  cited  in  the  introduction 
these  results  substantiate  the  conclusion  that  the 
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TABLE  4 

Smoking  Habits  of  Students  Having  Had  the  Pilot 
Program  in  Health  Education  Compared  to  Students 
Not  Having  Had  Program 


With 

Without 

Chi  * 

Program 

Program 

Square 

Experimented  with  smoking 
Of  those  experimented. 

72% 

64% 

2.11 

smoke  now 

21% 

24% 

.08 

Of  those  smoking,  smoke  daily 
Of  those  smoking  daily, 

20% 

16% 

1.07 

smoke  1-10  cigarettes 

93% 

85% 

.74 

smoke  11-20  cigarettes 

7% 

15% 

TABLE  5 

Student  Attitudes  of  Students  Having  Had  the  Pilot 
Program  in  Health  Education  Compared  to  Students 
Not  Having  Had  Program 

With  ‘Without  Chi  * 
Program  Program  Square 

Believe  smoking  harmful 


to  health 

92% 

93% 

.24 

Believe  smoking  may’ 

cause  cancer 

93% 

90% 

.21 

Believe  easy  to  break 

smoking  habit 

25% 

32% 

1.16 

Interest  in  smoking  caused  by 

TV  advertisements 

11% 

3% 

2.15 

Someone  at  home  smoking 

13% 

10% 

.33 

Friends 

66% 

69% 

.14 

Other  reasons 

9% 

17% 

1.23 

*To  be  significant,  3.84  is  required  at  the  5%  level 
and  6.64  is  required  at  the  1%  level. 

educational  attack  must  start  at  a very  early  age 
if  there  is  to  be  hope  of  its  being  effective.  The 
influence  of  the  peer  group  is  very  strong  in  the 
early  teen  years,  and  the  pressures  to  conform  are 
great  indeed.  Smoking  and  health  education  must 
start  before  these  pressures  become  too  demanding. 

Information  regarding  the  immediate  effects  of 
smoking  may  have  more  meaning  to  the  student 
than  information  regarding  its  long  range  effects. 
It  is  hard  to  conceive  of  children  and  youth  being 
overly  concerned  about  such  things  as  lung  cancer 
or  heart  disease  some  thirty  years  hence.  The  prob- 
lem seems  to  be  to  translate  information  to  the 
student  that  is  significant  to  him  at  the  present 
time  so  that  smoking  behavior  is  affected. 

Participation  in  sports  may  be  one  of  the  most 
effective  deterrents  to  the  use  of  tobacco.  An  ath- 
lete impresses  others  through  demonstrations  of 
performance  which  are  incompatible  with  the 
smoking  habit.  It  is  gratifying  to  note  that  not  as 
many  famous  athletes  are  now  endorsing  tobacco 
for  commercial  promotions  as  did  so  just  a short 
time  ago.  Children  are  imitators,  and  the  case 
against  smoking  is  unlikely  to  be  made  effectively 
by  persons  who  smoke.  The  problem  is  not  com- 
pletely resolved  by  having  non-smokers  teach  the 
children,  as  the  words  of  the  one  may  be  cancelled 
out  by  the  practice  of  the  other. 

Smoking  education  must  become  health  educa- 


tion, taking  into  consideration  the  total  human 
being  (physical,  mental,  social)  and  must  start  at 
the  earliest  grade  levels  with  appropriate  present- 
day  application  which  the  child  feels  is  relevant 
to  him. 

Six  major  tobacco  companies  have  pledged  six 
million  dollars  to  the  .American  Medical  Associa- 
tion to  support  a research  program  through  1973. 10 
Hopefully,  some  important  information  from  this 
research  will  give  new  insight  into  the  health  edu- 
cation needs  of  our  youth. 

CONCLUSIONS 

A group  of  sixth  grade  students  participated  in 
a pilot  program  in  health  education  related  to  the 
hazards  of  smoking  One  year  later  this  group  was 
compared  to  a similar  group  who  had  not  partici- 
pated in  the  program.  The  following  observations 
are  based  upon  this  study: 

1.  More  students  in  the  pilot  program  had  ex- 
perimented with  smoking  the  end  of  the  year 
than  at  the  begining. 

2.  Increasing  pressure  of  the  peer  group  to  con- 
form appeared  to  be  an  important  factor. 

3.  The  smokers  were  smoking  less  than  they  had 
the  previous  year. 

4.  There  was  no  significant  difference  in  the 
habits  and  attitudes  between  students  in  the 
pilot  group  and  those  not  in  the  program. 
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Editorials 


NEW  TEST  FOR  SICKLE  HEMOGLOBIN 


A practical  test  for  the  routine  diagnosis  of 
sickle  hemoglobin,  a disorder  found  principally  in 
Negroes,  will  be  made  available  to  physicians  early 
in  1969.  The  new  five-minute  test  is  claimed  to  be 
as  accurate  as,  but  much  faster  and  simpler  than 
existing  diagnostic  methods  such  as  hemoglobin 
electrophoresis.  It  could  be  important  in  the  routine 
examination  of  the  three  million  Negroes  admitted 
to  hospitals  each  year,  as  well  as  of  patients  suf- 
fering from  diseases  often  indistinguishable  from 
ailments  caused  by  sickle  hemoglobin  (Hb  S). 

The  new  test  for  hemoglobin  S has  been  de- 
scribed by  L.  W.  Diggs  of  the  Tennessee  College 
of  Medicine,  Julian  B.  Schorr  of  the  Albert  Ein- 
stein College  of  Medicine,  and  William  Q.  Ascari 
and  Alice  Reiss  of  the  Ortho  Research  Foundation. 

Sickle  cell  disease  frequently  masquerades  as 
other  diseases.  Because  hemoglobin  S predisposes 
Negro  patients  to  heart  failure,  stroke,  lung  throm- 
boses, and  other  disorders,  accurate  diagnosis  is 
indispensable  in  several  areas  such  as  surgery,  ob- 
stetrics, pediatrics,  pathology,  transfusion,  and  in- 
ternal medicine,  and  preventive  medicine. 

Sickle  hemoglobin,  a genetically  inherited  abnor- 
mality, is  the  most  common  disorder  of  the  oxygen- 
carrying blood  pigment  found  in  the  United  States. 
Approximately  two  million  Negroes,  who  have 
inherited  a sickle  gene  from  one  parent,  are  said 
to  possess  the  sickle  “trait.”  About  30,000,  having 
received  the  genes  from  both  parents,  suffer  from 
sickle  cell  anemia.  While  the  trait  may  cause  prob- 
lems in  such  conditions  as  infection  or  physical  ex- 
ertion, the  disease  is  a chronically  painful  debili- 
tator  that  often  proves  fatal  before  victims  reach 
adulthood. 

A sickle  cell  test  may  be  as  important  in  Negros 
as  a normal  hemoglobin  determination.  Trials  in- 
dicate that  the  new  diagnostic  test  is  both  speedy 


and  accurate,  while  at  the  same  time  it  is  simple 
and  easy  enough  for  routine  use. 

In  clinical  trials  of  the  new  test  conducted  in 
Tennessee  and  New  York  295  of  903  blood  speci- 
mens were  found  to  be  positive  for  Hb  S.  Results 
were  confirmed  by  the  wet  slide  and  electropho- 
retic methods.  Other  hemoglobins  or  abnormalities, 
such  as  Hb  D,  C,  and  G,  did  not  interfere  with 
the  test. 

The  test  is  a differential  solubility  test  in  which 
a small  amount  of  fingertip  blood  is  added  to  a 
working  solution.  Within  five  minutes  the  result 
may  be  read  by  the  naked  eye  against  a lined  card 
- positive  if  the  suspension  has  become  cloudy  or 
opaque,  negative  if  translucent. 

Sickle  hemoglobin  probably  results  from  a ge- 
netic mutation  that  occurred  centuries  ago  in  Af- 
rica and  grew  more  common  because  it  conferred 
some  protection  against  malaria  ■ — whose  blood- 
destroying  parasites  prefer  normal  hemoglobins. 
The  abnormality  is  thought  to  have  come  to  this 
country  in  1619  among  the  first  slaves  brought  to 
serve  the  American  colonists  in  Jamestown. 

In  1954  the  Nobel  Prize  in  Chemistry  was 
awarded  to  Linus  Pauling,  Ph.D.,  for  his  work  on 
sickle  hemoglobin  generally  considered  to  have  in- 
troduced the  age  of  molecular  biology.  In  Hb  S 
the  molecular  alteration  involves  the  genetically- 
determined  substitution  of  one  amino  acid  (valine) 
for  another  (glutamic  acid)  in  the  hemoglobin 
molecule.  The  slight  chemical  change  permits  Hb  S 
to  polymerize  into  rigid  rod-like  structures  which, 
under  conditions  of  reduced  oxygen,  distort  red 
blood  cells  from  a disc  to  a sickle  shape.  This  ab- 
normal disposition  provides  the  mechanism  of  path- 
ogenicity. 

It  is  hoped  that  the  new  test  for  Hb  S 
will  prove  to  be  as  useful  and  reliable  as  these 
preliminary  studies  indicate. 


THE  CHEMICAL  BIOLOGY  OF  PITUITARY  HORMONES 


Summarizing  the  research  on  adenohypophyseal 
hormones  during  the  past  ten  years,  Choh  Hao  Li1 
has  clearly  delineated  ten  features  of  a “chemical 
biology”  of  pituitary  hormones.  Most  clinicians 
have  been  trained  to  generalize  in  endocrinology 
and  to  minimize  animal  species  differences  in  hor- 
mones. We  may  do  this  intuitively  from  our  con- 
stant use  of  species-different  insulins  and  thyroids, 
all  with  equivalent  actions.  Only  recently  we  have 


realized  that  compounds  of  widely  different  chem- 
ical structures  may  have  similar  biological  function 
in  Endocrinology.  Our  clinical  use  of  a variety  of 
widely  different  chemically  structured  compounds, 
all  effective  as  hypoglycemic  agents,  has  taught  us 
this. 

Ten  points  in  Choh  Hao  Li’s  summary  are  well 
worth  listing  and  remembering  in  interpreting  and 
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understanding  hormones  we  are  using  today.  The 
evidence  for  each  concept  is  very  clearly  and  con- 
clusively demonstrated  in  the  excellent  summary  to 
the  report: 

"(1)  Hormones  having  the  same  biological  func- 
tion are  not  necessarily  chemically  identical.  (2) 
A hormone  isolated  from  one  species  may  ex- 
hibit no  activity  in  another  species.  (3)  Immu- 
nological determinants  and  biologically  active 
sites  of  a hormone  may  not  be  the  same.  (4) 
Hormones  that  have  different  chemical  struc- 
tures may  possess  common  biological  activities. 
(5)  Two  hormones  may  have  certain  structural 
features  in  common  and,  as  a consequence,  ex- 
ert similar  biological  activity.  (6)  A hormone 


from  one  species  may  exhibit  a different  profile 
of  response  in  different  experimental  animals. 
(7)  A tropic  hormone  can  exhibit  activity  in  the 
absence  of  its  defined  target  organ.  (8)  Hor- 
mone activities  do  not  depend  upon  the  integrity 
of  the  whole  molecule.  (9)  The  profile  of  bio- 
logical activity  of  a hormone  can  be  altered  by 
chemical  modification  or  by  synthesis.  (10)  A 
hormone  may  form  a dimer,  or  aggregates  with 
or  without  changes  of  its  biological  behaviour.” 
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TEENAGE  SMOKING 


We  have  published  a number  of  papers  and  edi- 
torials over  the  years  on  the  problem  of  tobacco 
addiction  and  its  menace  to  health.  From  recent 
studies  the  realization  has  emerged  that  the  earlier 
the  tobacco  habit  is  contracted,  the  harder  is  with- 
drawal in  the  adult  years.  The  tobacco  industry 
has  for  long  with  cunning  and  guile  oriented  its 
advertising  to  inveigle  the  young.  The  leggy  fe- 
males and  brawny  males  of  its  beguiling  TV  ad- 
vertising are  most  certainly  intended  as  idols  whom 
the  young  might  emulate. 


In  this  issue  of  the  Journal  we  publish  a pilot 
study  on  smoking  in  a sixth  grade  class  of  pupils. 
An  attempt  to  indoctrinate  these  young  people  on 
the  dangers  of  smoking  seems  in  large  part  to  have 
failed. 

Three  elements  appear  to  be  necessary  for  suc- 
cess in  smoking  deterrence,  at  least  two  of  which 
are  all  but  impossible  of  attainment: 

1.  Earlier  indoctrination  of  the  young. 

2.  Abstinence  by  parents. 

3.  Outlawing  of  the  tobacco  industry. 


RESTRAINT 


On  the  first  of  January  of  this  year  retiring 
HEW  Secretary  Wilbur  J.  Cohen  announced  that 
the  current  monthly  premium  of  $8  for  Part  B 
of  Medicare,  of  which  the  beneficiary  pays  $4, 
would  be  retained  for  the  fiscal  year  beginning 
next  July  1 (1969).  He  stated  that  he  had  been 
"advised’’  by  the  chief  actuary  for  the  Social  Se- 
curity Administration  to  raise  it  to  $4.50  next  July, 
since  physicians'  fees  ‘‘could’’  increase  by  5 per 
cent  in  1969  and  ‘‘about”  4.5  per  cent  in  1970. 
Unless  physicians  exercise  “unusual  restraint,”  he 
said,  "I  can  only  believe  that  Congress  will  do 
something  more,  and  it  may  be  something  they  do 
not  like.” 

Pursuant  to  this  he  telegraphed  presidents  of 
all  State  Medical  Societies  that  “I  took  this  step 
in  the  face  of  actuarial  advice  that  physicians’  fees 
are  likely  to  increase  substantially  next  year  and 
in  1970  over  current  levels.”  “I  concluded,  how- 
ever,” he  continued,  “that  it  is  both  feasible  and 
desirable  to  limit  the  liability  of  the  Medicare 


program.  To  stay  within  the  new  rate  will  require 
restraint  on  both  fees  and  utilization  by  all  parties 
concerned.  I urge  your  wholehearted  cooperation 
on  this  important  matter.” 

We  have  in  the  past  in  these  columns  urged  re- 
straint in  the  matter  of  fees  precisely  because 
moderation  is  necessary  if  we  are  to  forestall  the 
imposition  of  oppressive  controls  by  Congress. 
Some  other  observations  are  in  order  in  the  pres- 
ent instance.  While  we  cannot  but  agree  with  Air. 
Cohen’s  plea  for  restraint,  the  “possible”  increases 
in  physicians’  fees  of  5 and  4.5  per  cent  are  hardly 
out  of  line  with  recent  and  projected  increases  in 
the  Consumer  Price  Index.  Furthermore  if  experi- 
ence to  date  had  not  conclusively  demonstrated  to 
Mr.  Cohen's  satisfaction  that  restraint  on  the  part 
of  physicians  was  not  only  possible  but  in  fact  a 
matter  of  record,  his  recent  action  would  not  have 
been  feasible  and  would  not  indeed  have  been 
taken.  Why  not  a kind  word  now  and  then? 
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MALNUTRITION  AND  PREGNANCY  OUTCOME 


Although  good  nutrition  has  long  been  consi- 
dered a main  ingredient  of  effective  prenatal  care, 
clinical  studies  on  population  groups,  particularly 
in  the  United  States,  often  fail  to  demonstrate 
correlative  proof  of  successful  pregnancy  outcome 
with  maternal  nutritional  deficiencies.  Recent  ani- 
mal studies  and  reports  from  developing  nations, 
where  socio-economic,  racial,  cultural,  and  other 
environmental  factors  are  not  so  diverse  or  as  com- 
plex as  in  the  United  States,  indicate  the  proba- 
bility of  permanent  deleterious  effects  of  malnu- 
trition during  pregnancy  and  lactation  on  the 
growth  and  development  as  well  as  on  the  mental 
performance  of  the  resulting  offspring. 

Furthermore  in  the  United  States  a large  col- 
laborative study,  in  which  Providence  Lying-in 
Hospital  participated,  has  suggested  that  protein 
deficient  diets  in  pregnancy  may  be  responsible 
for  lowered  I.Q.’s  in  resultant  offspring  at  4 years 
of  age,  increased  prematurity  with  smaller  brains 


which  contained  lower  amounts  of  protein,  and  a 
diminished  number  of  nerve  cells.  Other  studies 
have  related  a diminished  myelination  in  the  off- 
spring of  lactating  animals  subjected  to  malnutri- 
tion. Thpre  has  been  recent  correlation  of  the  de- 
velopment of  enzyme  deficiencies  such  as  phenyl- 
ketonuria (PKU)  in  children  with  extreme  pro- 
tein deficiency. 

The  further  suggestion  that  inadequate  gesta- 
tional diets  may  affect  the  physical  and  behavioral 
development  of  at  least  two  future  generations  is 
sobering  indeed  and  undermines  our  social  plan- 
ners’ thesis  that  we  can  eradicate  the  malnutri- 
tional  effects  of  poverty  with  any  degree  of  im- 
mediacy. 

It  is  frustrating  to  the  obstetric  physicians 
whose  care  and  skills  in  the  pursuit  of  a successful 
pregnancy  outcome  are  too  often  thwarted  by  a 
dietary  inadequacy  resulting  from  inheritance,  ig- 
norance, poverty,  whimsey,  or  famine. 


LANDSTEINER  CENTENNIAL 


Karl  Landsteiner  received  the  Nobel  Prize  in 
1930  for  his  discovery  of  the  human  blood  types 
A,  B,  and  O.  This  fundamental  discovery  was  re- 
ported in  1901  when  he  was  but  thirty-three  years 
of  age.  Merrill  W.  Chase,  Ph.D.,  a graduate 
of  Brown  University  and  a long-time  associate  of 
Landsteiner  at  the  Rockefeller  Institute,  recently 
delivered  a major  address  entitled  ‘‘Karl  Land- 
steiner - — - In  the  Laboratory”  at  the  Centennial 
celebration  of  Lansteiner’s  birth  in  1868.  Doctor 
Chase  also  wrote  the  Preface  to  the  recent  Dover 
edition  of  Karl  Landsteiner’s  The  Specificity  of 
Serological  Reactions.  He  preceded  his  cataloguing 
of  the  three  hundred  and  forty-six  published  papers 
of  Karl  Landsteiner  in  the  Journal  of  Immu- 
nology in  1944  with  a quotation  from  William 
James  which  read:  “The  great  use  of  life  is  to 
spend  it  for  something  that  outlasts  it.” 

Immediately  following  is  a special  review  of 
The  Specificity  of  Serological  Reactions,  where 
fuller  tribute  is  given  to  the  scientific  genius,  the 
accuracy  of  observation,  and  the  capacity  for  for- 
mulation of  theory  which  has  made  possible  the 
applications  of  the  science  of  immunology  to  trans- 


plants. The  first  and  still  the  most  important  trans- 
plant is  whole  blood:  its  use  is  entirely  due  to  the 
scientific  achievements  of  Karl  Landsteiner. 

Not  only  in  the  accuracy  of  his  observations, 
but  more  important  in  his  capacity  as  a theoreti- 
cian in  developing  the  Lock  and  Key  Theory  of 
antigen  antibody,  was  he  prophetic  in  predicting 
what  appears  to  be  now  an  accurate  molecular  and 
biochemical  basis  for  his  theory.  The  specificity  of 
a three-dimensional  spacial  arrangement  of  a given 
molecule  is  due  to  its  chemical  bonding.  Its  co- 
valency with  another  biochemical  compound  may 
well  be  based  on  the  three-dimensional  physical 
accessibility  of  the  complementary  compound,  to 
bring  the  bonding  sites  together  spacially:  this  is 
nothing  other  than  the  Lock  and  Key  Theory  on 
a molecular  scale. 

It  is  more  than  appropriate  that  we  take  note 
of  the  birth  of  Karl  Landsteiner  whose  influence 
on  medicine  for  the  past  hundred  years  is  unmeas- 
urable, and  the  use  of  whose  life  has  not  only  out- 
lasted it,  but  even  at  this  early  date  has  made  it 
immortal. 


BOOK  REVIEW 

THE  SPECIFICITY  OF  SEROLOGICAL  RE- 
ACTIONS, by  Karl  Landsteiner.  Dover  Publi- 
cations, Inc.,  New  York,  1962.  $2.25 

In  celebrating  the  100th  Anniversary  of  the  birth  derstanding  a century  of  progress  in  Immunology 
of  Karl  Landsteiner,  one  could  do  no  better  in  un-  (which  is  basic  for  organ  transplantation)  than  to 
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re-read  the  paperback  edition  recently  published 
by  Dover  of  Karl  Landsteiner's  posthumously  re- 
vised edition  of  his  classic,  first  published  in  1944 
by  the  Harvard  University  Press.  The  finished  re- 
vision was  in  the  possession  of  his  son,  Ernest  F. 
Landsteiner.  M.D.,  at  the  time  of  his  father’s  death. 

The  meticulous  accuracy  and  reliability  of  report 
make  the  statements,  experiments,  and  conclusions 
as  valid  today  as  the  truth  that  two  and  two  are 
four.  The  tremendous  impact  upon  Immunology 
even  of  his  terminology,  and  the  effect  on  the  vo- 
cabulary of  science  in  general  which  Karl  Land- 
steiner made,  is  apparent  on  every  page.  His  intro- 
duction of  the  concept  of  autoimmunity  is  typical 
of  his  genius  for  presight  and  shows  an  incisive 
capacity  to  get  to  the  center  of  a basic  problem. 

Prophetically,  the  last  chapter  on  molecular 
structure  was  written  by  Linus  Pauling  and  is  en- 
titled "Molecular  Structure  and  Intermodular 
Forces.”  As  in  all  sciences,  a definition  of  the  prob- 
lem and  a description  of  it  is  followed  by  investiga- 
tion, establishment  of  a theoretical  (frequently  me- 
chanical) model,  exhaustive  experimentation  within 
the  paradigm,  and  eventually  a replacement  of  the 
paradigm  on  a more  basic  molecular  or  atomic 
basis. 

In  the  hundred  years  since  the  birth  of  Karl 
Landsteiner  the  bulk  of  his  classic  theory  of  im- 
munity, namely,  antigen-antibody  reaction,  has  re- 
mained intact.  A protein,  polypeptide,  or  hapten 
(non-protein  protein  conjugate)  constitute  antigen 
which  will  produce  in  an  animal  a modified  globu- 
lin specifically  called  antibody.  This  was  all 
worked  out  by  Landsteiner  himself,  or  by  the  im- 
munologists stimulated  by  his  researches.  There  is 
indeed  little  of  the  quantitative  descriptive  phe- 
nomena of  the  immune  mechanism  which  is  not 
clearly  stated  in  a concise,  brief  exposition  in  this 
last  edition. 

EPEDEMIOLOGY  OF  SPORADIC 

Doctors  Schaffner,  Schluederberg,  and  Byrne 
have  published  an  article  in  the  New  England 
Journal  of  Medicine  that  is  of  special  interest 
to  Rhode  Island  physicians.  It  summarizes  a study 
of  measles  occurring  in  our  state  since  our  eradica- 
tion program  which  was  started  two  or  three  years 
ago. 

During  the  campaign  about  70  per  cent  of  sus- 
ceptible children  were  immunized  on  "End  Measles 
Sunday,”  January  23,  1966,  or  in  follow-up  clinics 
and  since  then  by  well  baby  clinics,  private  doc- 
tors. Head  Start  programs,  and  others. 

Physicians,  nurses,  and  schools  were  asked  to 
report  any  suspicious  cases  promptly,  and  each 
case  was  investigated  by  personnel  from  the  Divi- 
sion of  Epidemiology  of  the  Rhode  Island  Depart- 


Coincident  with  Landsteiner's  development  of 
immunology  was  the  development  of  crystalogra- 
phy,  quantum  mechanics,  and  atomic  structure.  In 
organic  chemistry  this  led  to  a general  understand- 
ing of  weak  and  strong  chemical  bondings  which 
determine  specific  three  - dimensional  spacial  ar- 
rangement of  large  and  complex  molecules.  In  the 
chapter  by  Linus  Pauling  the  model  of  the  Lock 
and  Key  basis  of  the  specificity  of  the  serologic 
reaction  is  given  a molecular  basis.  It  is  no  more 
sophisticated  than  Doctor  Landsteiner’s  gross  mod- 
el; but  in  the  terms  of  organic  chemistry  and  phy- 
sics it  is  measurable  by  x-ray  crystallography, 
showing  that  a complex  antibody  globulin  well  may 
develop  a spacial  configuration  which  can  only 
have  physical  fit  with  an  antigen  which  is  comple- 
mentary to  the  co-valent  bond  sites  available.  Here 
again  on  the  molecular  basis  is  a Lock  and  Key 
diagram. 

The  precision,  unalterable  truths,  and  reproduce- 
ability  of  the  Landsteiner  research  truly  is  the 
basis  and  cornerstone  for  the  clinical  immunology 
which  has  followed,  with  all  the  ramifications  for 
organ  transplants.  In  this  connection  it  is  well  to 
remember  that  blood  may  in  a sense  be  considered 
an  organ;  and  in  this  light  the  most  widely  trans- 
planted organ  is  blood,  the  transfusion  of  which 
was  made  possible  by  the  identification  of  the  basic 
Landsteiner  blood  types  A,  B,  and  O,  and  the  sub- 
sequent typing  under  his  direction  of  the  Rh.  M, 
and  N factors.  The  importance  of  immunology  and 
its  pertinence  for  today  need  not  be  belabored. 
Every  one  should  purchase  this  inexpensive  paper- 
back edition  of  Landsteiner’s  classic  The  Specifi- 
city of  Serological  Reactions,  reread  it,  and  add  it 
to  his  medical  library.  This  cannot  be  recom- 
mended enough — especially  in  this  centennial  year. 

Robert  V.  Lewis,  m.d. 

MEASLES  IN  RHODE  ISLAND 

ment  of  Health.  Seventy-one  such  case  were  re- 
ported during  the  study  period,  of  which  forty-two 
were  considered  clinically  compatible  with  the  di- 
agnosis of  measles.  Fourteen  of  these  were  solitary 
and  gave  rise  to  no  additional  cases.  Twenty-eight 
cases  occurred  in  small  clusters  of  two  to  fourteen 
persons.  Many  of  these  were  brought  in  from  out 
of  the  state.  Inasmuch  as  our  last  measles  epi- 
demic was  in  1965,  it  is  reasonable  to  assume  that 
without  the  immunization  program  another  epi- 
demic would  have  started  from  some  of  these  cases. 

During  the  years  1966  and  1967  the  incidence 
of  measles  stayed  at  an  all-time  low  — nearly 
zero.  This  shows  the  value  of  the  eradication  pro- 
gram. However,  physicians  must  continue  to  im- 
munize their  children,  and  suspicious  cases  must 
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be  promptly  reported.  We  can  expect  an  outbreak 
of  the  disease  if  we  allow  a considerable  number 
of  susceptible  children  to  accumulate.  We  all  know 
that  other  viral  infections  can  mimic  measles  in 
almost  every,  particular.  Some  are  passed  by  be- 
cause the  mother  reports  that  her  child  has  had 
measles  and  some  because  of  a faulty  diagnosis. 
Many  of  these  should  be  innoculated. 

No  one  can  be  sure  of  the  effectiveness  of  the 
measles  vaccine  over  a long  period.  Does  the  im- 
munity last  as  long  as  that  following  the  disease 


itself?  Are  we  just  postponing  trouble  until  later 
life?  Will  booster  shots  be  needed?  For  the  present 
these  are  unanswered  questions.  But  certainly  the 
program  has  demonstrated  sufficient  merit  to  de- 
serve our  full  support. 

H.  G.  Calder 
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The  following  extract  from  the  Newsletter  of  the 
R.  I.  State  Department  of  Health  ( Vol . 3,  No.  44, 
Nov.  8,  1968)  demonstrates  the  need  for  constant 
surveillance  to  root  out  enclaves  of  unimmunized 
children. 


COMMUNICABLE  DISEASE  NEWSLETTER 

Vol.  3,  No.  4 Week  ending  Nov.  8,  1968 

Reports  of  the  consultants  to  the  Division  of 
Epidemiology  are  summarized: 

Measles  — Fox  Point : The  number  of  cases  in  this 
exceedingly  interesting  outbreak  has  now  reached 
about  twenty  cases.  They  have  with  one  exception 
been  confined  to  the  Fox  Point  region  of  Provi- 
dence and  in  the  Portuguese  of  this  neighborhood. 

It  is  notable  that  with  liberalization  of  immigra- 
tion laws  in  1965  Portuguese  began  entering  the 
country  with  increasing  frequency:  Rhode  Island 
over  the  last  three  years  has  had  its  already  sub- 
stantial ranks  of  Portuguese,  expanded  by  about 
2,800  in  each  of  the  years;  even  more  of  these  good 
hardworking  folk  are  expected  in  coming  years. 
One  estimate  expects  5,000  in  1969  alone. 

Many  of  these  new  arrivals  come  here  with  a 
minimum  immunization  history;  often  only  the 
smallpox  vaccination  required  for  entry  into  the 
U.S.A.  Some  do  receive,  after  arriving  here,  the 
benefits  of  preventive  medical  services  through  a 
private  physician,  child  health  conference,  school 
immunization  program,  etc.  A number,  however, 
clearly  escape,  as  this  localized  epidemic  reveals. 


To  abort  this  outbreak  a special  measles  immuniza- 
tion clinic  will  be  held  for  the  children  of  the  Fox 
Point  neighborhood.  Since  similar  susceptible  popu- 
lations doubtless  are  in  other  expanding  Portuguese 
communities,  the  Division  in  conjunction  with  the 
very  cooperative  Portuguese  consulate  will  make 
information  available  to  recent  and  new  comers  on 
the  need  for  and  availability  of  all  appropriate 
vaccines. 

The  index  case  acquired  her  infection  while  she 
was  visiting  Portugal  with  her  family.  She  became 
ill  on  September  15;  the  family  returned  home 
about  the  27th;  a sibling  fell  ill  on  the  30th  with 
cough,  coryza  and  on  that  day  exposed  her  cousin 
from  East  Providence.  Two  weeks  to  the  day  the 
cousin  blossomed  forth  with  a dramatic  mormilli- 
form  rash  and  indeed  had  all  the  cardinal  hall- 
marks of  classical  measles.  This  6 year  old  girl 
had  never  received  vaccine  because  her  family  be- 
lieved she  had  had  measles  at  age  seven  months. 
Her  two  immunized  siblings  remained  well.  This 
one  case  from  East  Providence  represents  the  only 
known  escape  of  the  virus  from  Fox  Point.  All 
others  can  be  traced  to  school  and  sibling  contacts 
of  the  family  which  we  believe  introduced  the  dis- 
ease. 


ESSENTIAL  FACTS  IN  THE  ATTACK  ON  ENVIRONMENTAL  POLLUTION* 


The  scientific  attack  on  air  and  water  pollution 
has  been  greatly  aided  by  voter  approval  of  large 
financial  borrowings.  It  behooves  us  all  to  under- 
stand the  technics  used  in  the  attack.  Physicians 
have  been  trained  in  sanitation  and  will  be  asked 
concerning  safe  methods  of  waste  disposal.  The 
State  Health  Department  has  released  pertinent 
information  on  one  commonly  used  technic  known 
as  the  “sanitary  landfill.” 


As  defined  by  the  Sanitary  Engineering  Division 
of  the  American  Safety  Society  of  Civil  Engineers, 
a sanitary  landfill  is  not  a “dump.”  It  is  a method 
of  disposing  of  refuse  on  land  without  creating 
nuisances  or  hazards  to  public  health  or  safety,  by 
utilizing  the  principles  of  engineering  to  confine 
the  refuse  to  the  smallest  practical  area,  to  reduce 
it  to  the  smallest  practical  volume,  to  cover  it  with 
(Continued  on  next  page) 
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a layer  of  earth  at  the  conclusion  of  each  day's  op- 
eration or  at  such  more  frequent  intervals  as  may 
be  necessary." 

Sanitary  landfill  is  the  only  currently  acceptable 
method  which  will  dispose  of  all  types  of  normal 
solid  waste  including  the  large  and  bulky  items  as 
well  as  general  refuse  and  garbage. 

The  sanitary  landfill  operation  includes  delivery 
of  the  refuse  to  the  site,  spreading  of  the  refuse 
into  thin  layers,  compaction  of  the  refuse  to  elimi- 
nate void  spaces  in  the  refuse,  and  covering  the 
refuse  with  dirt  at  daily  intervals  or  less. 

It  does  not  give  rise  to  air  pollution  because  no 
open  burning  is  necessary,  and  does  not  pollute  the 
surface  or  ground  waters  because  these  factors  are 
taken  into  account  in  the  engineering  design  of  the 
landfill.  It  is  possible  to  design  a land  fill  so  that 
unsatisfactory  conditions  are  avoided. 

Several  variables  are  involved  in  estimating  the 
cost  of  operating  a sanitary  landfill,  including  the 
distance  the  refuse  must  be  carried  to  reach  the 
sanitary  landfill,  the  type  of  soil,  the  type  of  equip- 
ment required,  the  availability  of  soil  for  cover 
material,  the  location  and  depth  of  the  ground 
water,  and  the  quantity  of  refuse  received.  The 
variable  factors  may  be  broken  down  into  the  broad 
general  categories  of  the  cost  of  hauling  to  the  san- 
itary landfill,  the  costs  of  spreading  and  compact- 
ing the  refuse,  the  cost  of  direct  movement,  and 
the  cost  of  land. 

The  cost  of  refuse  disposal  usually  is  consider- 
ably less  than  the  cost  of  refuse  collection.  In  fact, 
collection  costs  may  be  as  much  as  25  times  greater 
than  disposal  costs.  The  economic  rule  of  thumb 
used  to  determine  the  cost  of  sanitary  landfilling 
for  the  average  community  is  that  a sanitary  land- 
fill will  cost  approximately  50  cents  to  SI. 50  per 
person  per  year  depending  on  operating  cost  fac- 
tors. 

A sanitary  landfill  is  a construction  project  as 
well  as  a refuse  disposal  project.  It  is  a method  of 
reclaiming  land.  Examples  of  reclaimed  land  from 
a sanitary  landfill  may  be  found  in  many  areas. 
The  California  refuse  disposal  areas  around  Los 
Angeles  are  examples. 

There  are  also  several  examples  of  the  use  of 
reclamation  in  Xew  York  State.  Collins  Park  in 
Scotia,  (Schenectady  Count}-),  the  Cardinal  Mc- 
Closkey  High  School  site  in  Albany,  (Albany 
County),  LaGuardia  Airport  in  Xew  York  City, 
and  the  former  Xew  York  World's  Fair  site  in 
Flushing  Meadows  are  a few. 

Alternative  procedures  for  refuse  disposals  are: 


Incineration.  Incineration  and  sanitary  landfill  are 
the  proved  methods  of  refuse  disposal  in  the  United 
States.  A properly  designed  and  operated  incinera- 
tor will  reduce  the  volume  of  refuse  to  be  disposed 
of  by  65  per  cent  to  85  per  cent  in  practical  oper- 
ation. The  practical  weight  reduction  obtained  in 
incineration  is  about  75  per  cent.  It  should  be  noted 
that  sanitary  landfill  must  be  run  in  conjunction 
with  an  incinerator  for  the  disposal  of  the  incin- 
erator residue  as  well  as  for  the  disposal  of  bulky 
materials  which  the  incinerator  will  not  handle. 
The  reported  incineration  costs  run  approximately 
$6  to  SI  2 a ton  depending  on  the  size  of  the  in- 
cinerator, the  operating  procedures,  and  the  capital 
cost  of  construction.  When  an  incinerator  is 
equipped  with  air-cleaning  equipment  meeting  mod- 
ern code  requirements,  the  cost  is  close  to  the  SI 2 
figure.  The  capital  cost  of  constructing  an  incin- 
erator which  will  meet  modern  code  requirements 
is  about  $10,000  per  ton  of  capacity.  It  should  be 
noted  that  most  incinerators  are  operated  as  waste 
reduction  facilities  rather  than  as  waste  destruc- 
tion facilities.  In  this  concept,  the  incinerator  is 
only  one  step  in  the  process  from  the  production 
of  the  waste  to  the  ultimate  disposal  of  the  wastes. 

The  traditional  open  dump.  This  method  of  re- 
fuse disposal  is  no  longer  allowed  and  is  specifically 
prohibited  by  Part  19  of  the  State  Sanitary  Code. 
Open  dumping  of  selected  nonputrescible  solid 
wastes  may  be  allowed  if  an  exemption  is  issued 
by  the  fulltime  health  officer  of  the  involved  area. 
Xormallv.  the  only  material  for  which  an  exemp- 
tion could  be  justified  would  be  nonputrescible 
wastes  such  as  inorganic  demolition  material 
(bricks,  concrete,  and  such)  and  perhaps  other 
wastes  such  as  junk,  old  lumber,  sawdust,  and  so 
forth. 

Composting.  Composting  is  a process  whereby 
the  organic  portion  of  the  waste  material  is  con- 
verted into  a humus  material  which  is  usable  as  a 
soil  conditioner  or  as  a base  for  fertilizer  products, 
but  it  is  not.  in  itself  a fertilizer.  This  process  is 
sound  theoretically,  but  to  date  has  not  proved  to 
be  practical  in  the  United  States.  This  is  attested 
to  by  the  fact  that  only  4 of  the  16  major  compost- 
ing plants  constructed  in  the  United  States  since 
1950  are  operating  presently.  The  reasons  for  clos- 
ing the  various  plants  have  ranged  from  unfavor- 
able economics  to  nuisance  conditions  which  arose 
from  the  operation. 

Hi-density  compaction.  A recent  innovation  in 
solid  waste  handling  has  received  a great  deal  of 
publicity.  This  new  approach  involves  compressing 
refuse  into  very  dense  blocks  by  using  hydraulic 
presses  that  exert  tremendous  pressures  on  the  ma- 
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terial.  The  volume  of  the  refuse  after  compaction 
is  only  40  per  cent  of  the  original  volume;  in  some 
cases,  depending  on  the  material,  volume  reduc- 
tion to  as  little  as  10  per  cent  of  the  original  is 
possible.  This  process  offers  substantial  economies 
by  reducing  transportation  costs,  making  rail  or 
barge  transfer  feasible.  Sanitary  landfills  receiving 
baled  refuse  from  this  process  can  be  used  for  a 
longer  period.  In  addition,  the  volume  reduction 
is  equal  to  incineration  and  at  lower  capital  and 
operating  costs. 

The  compacted  refuse  has  a specific  gravity 
greater  than  sea  water,  making  ocean  burial  pos- 
sible. The  Japanese  are  exploring  the  possibility 
of  encasing  baled  refuse  with  concrete  or  sheet  steel 
for  use  as  building  blocks. 

It  can  be  seen  that  proper  waste  disposal  is  a 
problem  of  logistics,  engineering,  and  cost  effective- 
ness. The  medical  public  needs  to  be  well  informed 
on  this  subject  and  we  intend  to  enlarge  on  it  fur- 
ther as  the  attack  gains  momentum. 

. . . Reprinted  with  permission  of  the  Editors 
from  the  New  York  State  Journal  of 
Medicine,  November  1,  1968  issue. 

*The  references  in  this  informative  editorial  are  to 
New  York  State.  The  editorial  is  reprinted  here 
because  of  the  close  application  to  Rhode  Island  of 
the  principles  outlined.  Much  of  this  same  ground 
was  covered  in  an  excellent  review  of  the  subject 
(in  the  December,  1968,  issue  of  our  Journal  by 
Austin  C.  Daley,  Chief,  Division  of  Air  Pollution 
Control,  R.  I.  State  Department  of  Health. 

. . . The  Editors 

SCANNING  THE  MEDICAL 
LITERATURE 

DUCREY  AND  HIS  STREPTOBACILLUS  by 
Francesco  Ronchese.  Cutis  4:1400,  1968. 

Italian  dermatologist  Augusto  Ducrey  left  his 
name  in  medical  history  because  of  his  discovery 
of  Haemophilus  ducreyi,  the  cause  of  soft  chancre. 
The  disease  seems  to  be  fading  into  history. 

* * * 

PSEU DO-ON YCHOPHAGIA  by  Francesco  Ron- 
chese. Cutis  4:1438,  1968. 

This  is  a report  on  a man  practically  without 
nails  from  what  appeared  as  severe,  but  common 
nail  chewing.  He  had  no  teeth,  so  he  could  not  bite 
his  nails.  He  could  not  stand  nails  and  was  pulling 
them  bit  by  bit  with  a plier.  Diagnosis:  onycho- 
tillomania. 
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THE  LESS  THEY  KNOW  . . . 

Union  Chiefs  distrust  members’  ability  to  help 
make  policy,  a study  finds. 

A survey  of  1 10  local  and  regional  union  officials 
indicates  that  most  advocate  rank-and-file  partici- 
pation in  policy-making  but  doubt  that  il  results 
in  better  decisions.  The  study,  by  two  business 
professors  at  the  Universities  of  California  and 
Michigan,  shows  union  leaders  especially  doubt 
members’  ability  to  set  reasonable  bargaining  goals. 
A typical  comment:  “They  don’t  seem  to  compre- 
hend the  economics  of  collective  bargaining.” 

The  local  and  regional  leaders  “see  themselves  as 
virtually  equal  to  those  above  them,”  such  as  na- 
tional officers,  but  “attribute  much  less  capability” 
to  members,  the  study  says.  They  rate  themselves 
more  aggressive  and  willing  to  change  than  their 
superiors  but  see  the  rank-and-file  as  far  less  dedi- 
cated, dependable  and  responsible. 

One  revealing  quote:  “Our  union  officers 
feel  that  the  less  the  members  know,  the  more 
secure  jobs  the  business  agents  will  enjoy.” 

. . . Reprinted  from  the  Wall  Street  Journal 
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A REPORT  ON  THE  BALANCED  RETIREMENT 
PROGRAM  OF  THE  COUNCIL  OF  THE 


NEW  ENGLAND  STATE 

The  following  report  was  prepared  by  Mr.  Wil- 
liam D.  Brownlie,  Servicing  Administrator  of  the 
Xew  England  State  Medical  Societies  Balanced  Re- 
tirement Program,  and  Registered  Principal  of  the 
Beacon  Investing  Corporation. 

More  than  1,000  physicians  in  the  six  Xew  Eng- 
land states  are  using  this  program  for  their  Keogh 
Plan,  and  there  are  over  2.200  physicians  investing 
in  Beacon  Investing  Corporation,  either  in  or  out- 
side of  Keogh. 

There  have  been  some  recent  changes  regarding 
the  Beacon  Fund's  investment  policy. 

The  securities  bought  and  sold  during  the  past 
year  reflect  a shift  of  emphasis  in  policy.  A larger 
proportion  of  investable  funds  have  been  placed  in 
securities  of  companies  of  medium  size  and  with 
strong  growth  potential,  while  still  giving  due  con- 
sideration to  the  risk  factor.  Also,  the  average  size 
of  individual  commitments  in  such  equities  has 
been  increased.  Naturally,  where  the  potential  is 
good,  better  quality  securities  have  not  and  will 
not  be  overlooked. 

The  new  policy  was  brought  about  because  with- 
in the  overall  program  there  are  other  ingredients 
for  the  physician  to  seek  more  conservative  invest- 
ment (flexible  retirement  fixed  annuity  with  its 
stop  and  go  feature  issued  by  Xew  England  Life). 
It  was  therefore  felt  that  the  Fund  put  more  em- 
phasis on  capital  gains  and  appreciation  rather 
than  income. 

Beacon's  past  performance,  when  compared  to 
funds  of  a similar  objective  — mutual  funds  where 
the  objective  was  an  income  as  well  as  capital  ap- 
preciation. and  when  compared  with  funds  of  a 
similar  size,  has  been  up  to  the  standard  of  the 
industry.  The  annual  compounded  growth  rate  of 
the  fund,  since  its  inception,  has  been  approximate- 
ly 9 per  cent. 

$1,000  invested  in  Beacon  Investing  Corporation 
on  June  11.  1962,  rose  to  $1,572  as  of  September 
10,  1968.  Assuming  capital  gains  distribution  were 
accepted  in  additional  shares,  the  cumulative  value 
of  the  capital  gains  distribution,  amounting  to  $73, 
brings  the  total  up  to  $1,645.  In  addition,  a total 
of  $135  has  been  paid  in  the  form  of  dividends 
from  investment  income  on  this  accumulative  in- 
vestment. 

Like  all  mutual  funds,  when  the  fund  buys  and 
sells  securities  these  must  be  executed  through  a 
brokerage  firm.  To  secure  additional  benefits  to 
the  fund  from  the  placement  of  brokerage  business. 
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the  Board  of  Directors  of  Beacon  Investing  Cor- 
poration have  decided  that  those  brokerage  firms 
that  meet  the  requirements  as  stated  below  will 
be  rewarded  with  appropriate  brokerage  business. 

A.  One  of  the  principal  benefits  to  the  fund 
through  the  facilities  of  a large  brokerage  house  is 
the  execution  of  orders  for  substantial  blocks  of 
stock  with  a relatively  thin  market  can  result  in 
better  executed  orders. 

B.  The  ability,  through  its  large  research  fa- 
cilities and  its  underwriting  operations,  to  bring  to 
the  attention  of  the  Investment  Advisor,  from 
time-to-time,  investment  situations  that  in  heir 
opinion  might  be  worthy  of  consideration  for  Bea- 
con Investing  Corporation. 

It  should  be  kept  in  proper  focus  that  Standard 
& Poor  is  and  will  remain  the  Investment  Adviser 
for  the  Fund. 

The  size  of  Beacon  Investing  Corporation  which 
is  roughly  a little  over  10  million  dollars  is  such 
to  allow  the  fund  to  be  extremely  flexible  in  its 
choice  of  securities  and  to  be  able  to  be  involved 
with  medium-sized  companies  with  hopefully 
growth  potential. 

Because  of  its  no-load  feature  and  its  past  per- 
formance when  compared  to  its  stated  objective, 
the  shift  in  emphasis  in  investment  policy  and  des- 
ignation of  a principal  broker  for  the  reasons  above 
mentioned,  it  would  appear  that  each  and  every 
physician  in  the  six  states  would  do  well  to  a take 
a hard  look  at  the  Beacon  Fund  as  a possible  in- 
vestment, whether  in  Keogh  or  outside  of  Keogh. 

Due  to  the  many  inquiries  and  strong  interest  on 
the  part  of  many  physicians,  I want  to  bring  you 
up  to  date  on  the  status  of  the  Variable  Annuity 
as  far  as  Xew  England  Life  is  concerned.  New 
England  Life  will  issue  an  individual  variable  an- 
nuity in  mid- 1969,  and  arrangements  have  already 
been  made  to  allow  all  participants  in  this  pro- 
gram to  transfer  the  money  from  the  fixed  annuity 
to  the  variable  annuity,  100c  on  the  dollar.  This 
statement  by  Xew  England  Life  is  only  to  indicate 
to  you  their  position  regarding  the  variable  an- 
nuity. This  is  not  to  be  considered  an  offering  of 
a variable  annuity  as  that  can  only  be  done  by 
prospectus. 

(For  additional  information  on  the  Xew  England 
Physicians  Balance  Retirement  Program,  write  to 
Mr.  William  D.  Brownlie,  Servicing  Administrator, 
10  Post  Office  Square,  Boston.  Massachusetts 
02109  or  call  him  at  617  — 542-2650.) 
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et’s  be  specific  about  Campbell’s  Soups... 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.J.  08101 


No  two  women  are 


and  no  other  oral 
contraceptive  is  quite 

like  Ovulen-22 

Each  tablet  contains  ethynodiol  diacetate  1 mg.,  mestranol  0.1  mg. 


The  progestin  is  distinctive,  and  for  some  women  this  may  mean  a 
different  clinical  response.  The  Compack®  tablet  dispenser 
is  distinctive;  its  functional  simplicity  makes  it  virtually 
patient-proof.  The  acceptance  of  Ovulen-2 1 is  distinctive . . . 
together  with  Ovulen®,  it  is  more  often  prescribed  than  any  other 
individual  contraceptive  product  currently  available. 


Indication— Oral  contraception. 

Contraindications— Thrombophlebitis,  thromboembolic  disorders, 
cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly 
impaired  liver  function,  known  or  suspected  carcinoma  of  the  breast, 
known  or  suspected  estrogen-dependent  neoplasia,  undiagnosed  ab- 
normal genital  bleeding. 

Warnings— Watch  for  the  earliest  manifestations  of  thrombotic  dis- 
orders (thrombophlebitis,  cerebrovascular  disorders,  pulmonary  em- 
bolism, retinal  thrombosis)  ; if  present  or  suspected  discontinue  the 
drug  immediately. 

British  studies  reported  in  April  19681’2  estimate  there  is  a seven- 
to  tenfold  increase  in  mortality  and  morbidity  due  to  thromboembolic 
diseases  in  women  taking  oral  contraceptives.  In  these  controlled 
retrospective  studies,  involving  36  reported  deaths  and  58  hospitali- 
zations due  to  "idiopathic”  thromboembolism,  statistical  evaluation 
indicated  that  the  differences  observed  between  users  and  non-users 
were  highly  significant.  The  conclusions  reached  in  the  studies  are 
summarized  in  the  table  below: 


Comparison  of  Mortality  and  Hospitalization  Rates  Due  to  Thromboem- 
bolic Disease  in  Users  and  Non-Users  of  Oral  Contraceptives  in  Britain. 


Category 

Mortality  Rates 

Hospitalization 

Rates 

(Morbidity) 

Age  20-34 

Age  35-44 

Age  20-44 

Users  of  Oral 
Contraceptives 

1.5/100,000 

3.9/100,000 

47/100,000 

Non-Users 

0.2/100,000 

0.5/100,000 

5/100,000 

No  comparable  studies  are  yet  available  in  the  United  States.  The 
British  data,  especially  as  they  indicate  the  magnitude  of  the  in- 
creased risk  to  the  individual  patient,  cannot  be  applied  directly  to 
women  in  other  countries  in  which  the  incidences  of  spontaneously 
occurring  thromboembolic  disease  may  differ. 

Discontinue  medication  pending  examination  if  there  is  sudden 
partial  or  complete  loss  of  vision,  or  sudden  onset  of  proptosis, 
diplopia  or  migraine.  Withdraw  medication  if  papilledema  or  retinal 
vascular  lesions  are  found. 

Since  the  safety  of  Ovulen  in  pregnancy  has  not  been  demon- 
strated, it  is  recommended  that  pregnancy  be  ruled  out  for  any 
patient  who  has  missed  two  consecutive  periods  before  continuing 
the  contraceptive  regimen.  If  the  patient  has  not  adhered  to  the  pre- 
scribed schedule  the  possibility  of  pregnancy  should  be  considered 
at  the  first  missed  period. 

A small  fraction  of  the  hormone  agents  in  oral  contraceptives  has 
been  identified  in  the  milk  of  mothers  receiving  these  drugs.  The 
long-range  effect  to  the  nursing  infant  cannot  be  determined  at  this 
time. 

Precautions— Pretreatment  physical  examination  should  include 
special  reference  to  the  breasts  and  pelvic  organs,  and  a Papanicolaou 
smear. 

Endocrine  and  possibly  liver  function  tests  may  be  affected  by 
Ovulen.  Therefore,  it  is  recommended  that  such  tests  if  abnormal 
be  repeated  after  the  drug  has  been  withdrawn  for  two  months. 

Pre-existing  uterine  fibromyomas  may  increase  in  size  under  the 
influence  of  progestogen-estrogen  preparations. 

Because  these  agents  may  cause  some  degree  of  fluid  retention, 
conditions  which  might  be  influenced  by  this  factor,  such  as  epilepsy, 


migraine,  asthma,  cardiac  or  renal  dysfunction,  require  careful 
observation. 

In  breakthrough  bleeding,  and  all  irregular  vaginal  bleeding,  con- 
sider nonfunctional  causes.  Adequate  diagnostic  measures  are  indi- 
cated in  undiagnosed  vaginal  bleeding. 

Carefully  observe  patients  with  a history  of  psychic  depression 
and  discontinue  the  drug  if  severe  depression  recurs. 

Any  possible  influence  of  prolonged  Ovulen  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function  awaits  further  study. 

A decrease  in  glucose  tolerance  has  occurred  in  a significant  per- 
centage of  patients  on  oral  contraceptives.  The  mechanism  of  this 
decrease  is  obscure.  For  this  reason,  diabetic  patients  should  be  ob- 
served carefully  while  receiving  Ovulen. 

Because  of  the  effects  of  estrogens  on  epiphyseal  closure  Ovulen 
should  be  used  judiciously  in  young  patients  in  whom  bone  growth 
is  not  complete. 

The  age  of  the  patient  constitutes  no  absolute  limiting  factor, 
although  Ovulen  therapy  may  mask  the  onset  of  the  climacteric. 

The  pathologist  should  be  informed  of  Ovulen  therapy  when 
relevant  specimens  are  submitted. 

Adverse  Reactions— A statistically  significant  association  has  been 
shown  between  use  of  oral  contraceptives  and  the  following  serious 
adverse  reactions:  thrombophlebitis,  pulmonary  embolism. 

Although  available  evidence  is  suggestive  of  an  association,  such 
a relationship  has  been  neither  confirmed  nor  refuted  for  the  follow- 
ing serious  adverse  reactions:  cerebrovascular  accidents,  neuro-ocular 
lesions,  e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients 
receiving  oral  contraceptives:  nausea,  vomiting,  gastrointestinal 
symptoms  (such  as  abdominal  cramps  and  bloating),  breakthrough 
bleeding,  spotting,  change  in  menstrual  flow,  amenorrhea  during 
and  after  treatment,  edema,  chloasma  or  melasma,  breast  changes 
(tenderness,  enlargement,  secretion),  change  in  weight,  changes  in 
cervical  erosion  and  cervical  secretions,  suppression  of  lactation 
when  given  immediately  post  partum,  cholestatic  jaundice,  migraine, 
allergic  rash,  rise  in  blood  pressure  in  susceptible  individuals,  men- 
tal depression. 

Although  the  following  adverse  reactions  have  been  reported  in 
users  of  oral  contraceptives,  an  association  has  been  neither  con- 
firmed nor  refuted:  anovulation  post  treatment,  premenstrual-like 
syndrome,  changes  in  libido,  changes  in  appetite,  cystitis-like  syn- 
drome, headache,  nervousness,  dizziness,  fatigue,  backache,  hirsutism, 
loss  of  scalp  hair,  erythema  multiforme  and  nodosum,  hemorrhagic 
eruption,  itching. 

The  following  laboratory  results  may  be  altered  by  oral  contra- 
ceptives: hepatic  function:  increased  sulfobromophthalein  and  other 
tests;  coagulation  tests:  increase  in  prothrombin,  Factors  VII,  VIII, 
IX  and  X ; thyroid  function:  increase  in  PBI  and  butanol  extractable 
protein  bound  iodine,  and  decrease  in  T3  uptake  values;  metyrapone 
test;  pregnanediol  determination. 

References:  1.  Inman,  W.  H.  W.,  and  Vessey,  M.  P.:  Brit.  Med. 
J.  2:193-199  (April  27)  1968.  2.  Vessey,  M.  P.,  and  Doll,  R.:  Brit. 
Med.  J.  2:199-205  (April  27)  1968. 

Before  prescribing  see  Detailed  Product  Information. 
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Breathing' 
a snap  ag 
he  said 
gingerly 

(COMPLIMENTS  OF 
DIMETAPP) 


Help  clear  up  that  miserable  stuffed-up 
feeling  with  Dimetapp.  Each  hard-work- 
ing Extentab  brings  welcome  relief  from 
the  stuffiness,  drip  and  congestion  of  upper 
respiratory  conditions  for  up  to  10-12 
hours.  Yet,  patients  seldom  experience 
drowsiness  or  overstimulation.  The  key  to 
success  is  the  Dimetapp  formula:  Dime- 
tane  (brompheniramine  maleate)— along 
with  phenylephrine  and  phenylpropanola- 
mine, two  time-tested  decongestants.  They 
get  the  job  done ...  in  a hurry. 


Indications:  Dimetapp  is  indicated 
for  symptomatic  relief  of  the 
allergic  manifestations  of  respi- 
ratory illnesses,  such  as  the 
common  cold  and  bronchial  asthma, 
seasonal  allergies,  sinusitis, 
rhinitis,  conjunctivitis,  and  otitis. 
Contraindications:  Hypersensitivitv 
to  antihistamines.  Not  recommended 
for  use  during  pregnancy. 
Precautions:  Until  patient’s 
response  has  been  determined,  he 
should  be  cautioned  against 
engaging  in  operations  requiring 
alertness.  Administer  with  care 


in  sinusitis,  colds,  U.R.I. 

Dimetapp  Extentahs 

(Dimetane®  [brompheniramine  maleate],  12  mg.: 
phenylephrine  HC1, 15  mg.;  phenylpropanolamine  HC1, 15  mg.) 


to  patients  with  cardiac  or  periphera  . 
vascular  diseases  or  hypertension. 
Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo^ 
eytopenia,  have  been  reported  on 
rare  occasions.  Drowsiness,  lassitudt 
nausea,  giddiness,  dryness  of 
the  mouth,  mydriasis,  increased 
irritability  or  excitement  may 
be  encountered. 

Dosage:  1 Extentab  morning  and 
evening. 

Supplied:  Bottles  of  100  and  500. 

A.H.  ROBINS  COMPANY 
RICHMOND,  VA.  2322( 
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up  to  10-12  hours  clear 
breathing  on  one  tablet 
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LUNG  CANCER  MORTALITY  ACCORDING  TO 
BIRTHPLACE 

Mortality  statistics  for  lung  cancer  in  males 
were  collected  for  British  Columbia,  Saskatchewan, 
and  Ontario.  Comparison  according  to  place  of 
birth  shows  that  immigrants  from  the  United  King- 
dom die  of  lung  cancer  at  a rate  which  is  approxi- 
mately twice  the  rate  for  Canadian-born  men.  Mor- 
tality rates  from  lung  cancer  vary  from  province 
to  province  across  Canada.  The  rates  are  partly 
explained  by  variations  in  age  structure  of  the 
population  and  by  variations  in  the  place  of  birth. 

. . . Grzybowski,  S.,  and  Rowe,  J.  F.:  Canad. 
Med.  Assoc.  J.  99:476,  (Sept.  14)  1968 
* * * 

MASAI  HALT  CHOLESTEROL  SYNTHESIS 

There  are  two  medically  notworthy  things  about 
the  Masai  tribe  of  East  Africa: 

The  100,000  pastorial  Masai  almost  never  have 
myocardial  infarctions. 

Their  diet  is  meat,  blood,  and  sour  milk  — with 
no  vegetable  material  except  occasional  acacia  tea. 

Previous  investigators  have  suggested  that  the 
Masai  have  low  cholesterol  levels  as  a result  of 
their  easygoing  way  of  life.  The  reason  is  more 
likely  genetic. 

Masai  have  mingled  little  with  other  tribes,  and 
have  maintained  their  way  of  life  for  at  least  a 
thousand  years.  It  would  seem  that  the  result  was 
selective  improvement  of  the  capability  of  their 
enzyme  systems  to  handle  cholesterol.  The  Masai 
average  fewer  calories  a day  than  Americans  and 
this  is  another  probable  factor. 

Twenty-four  young  Masai  men  (age  18  to  24) 
in  a boarding  school  were  fed  a vegetable  diet  with 
a tracer  dose  of  cholesterol  4 carbon  14.  Half  of 
the  subjects  also  received  2 grams  of  cholesterol 
a day  mixed  in  their  food  for  eight  weeks.  Weekly 
stool  and  blood  samples  were  analyzed. 

The  Mazai  apparently  can  suppress  their  endo- 
genous cholesterol  synthesis  by  50  per  cent  (twice 
as  much  as  Caucasians  in  America).  The  Masai 
also  are  capable  of  absorbing  more  than  twice  as 
much  cholesterol  as  Americans.  These  factors  com- 
bined to  keep  the  experimental  group’s  plasma 
cholesterol  level  virtually  unchanged. 

Analysis  of  the  Masai’s  plasma  protein  showed 
their  immunoglobin  A level  is  considerably  higher 
than  that  of  Caucasians.  The  Masai  also  have  a 
low  B-Iipoprotein  level  and  consistently  show  a 
double  x2  band  whose  significance  is  unknown. 

. . . Taylor,  C.  B.,  et  al.:  Medical  News,  JAMA, 
(Sept.  2)  1968 


COLD  HEMAGGLUTININS  ASSOCIATED  WITH 
SPLENOMEGALY  IN  NEW  GUINEA 

A high  incidence  of  cold  hemagglutinins  with 
antispecificity  was  found  in  serum  samples  from 
patients  with  splenomegaly  of  uncertain  cause  in 
the  Watut  valley  of  New  Guinea.  The  samples 
contained  increased  concentrations  of  macroglobu- 
lin, 16  per  cent  to  33  per  cent  of  which  represented 
cold  agglutinin  activity.  Tropical  splenomegaly 
constitutes  another  condition  in  which  anti-i  ap- 
pears in  association  with  hyperplasia  of  reticuloen- 
dothelial tissue. 

. . . Pitney,  W.  R.;  Thomas,  H.  N.,  and  Wells, 
J.  V.:  Vox  Sang.  14:438,  1968 
* * * 

KURU  AND  CANNIBALISM 

A survey  of  the  kuru  disease  in  New  Guinea 
raises  the  speculation  that  cannibalism  may  have 
been  the  only  way  kuru  used  to  be  transmitted 
from  one  member  of  the  Fore  tribe  to  others.  Dis- 
appearance of  cannibalism  may  lead  finally  to  dis- 
appearance of  kuru.  Genetic  factors  may  not  be 
very  important  in  the  determination  of  suscepti- 
bility to  kuru. 

. . . Mathews,  J.  D.;  Glasse,  R.,  and  Linden- 
baum,  S.:  Lancet,  Aug.  24,  1968 
* * * 

AUTOIMMUNE  DISEASE  AND  PARASITIC 
INFECTIONS  IN  NIGERIA 

Analysis  of  the  pattern  of  admissions  to  Uni- 
versity College  Hospital,  Ibadan,  Nigeria,  shows 
that  diseases  in  which  autoimmune  processes  are 
thought  to  be  involved  are  uncommon  in  western 
Nigeria.  The  results  of  a population  survey  into 
the  prevalence  of  rheumatoid  arthritis  in  this  area 
support  this  view.  From  a review  of  the  published 
reports,  a similar  situation  may  exist  in  some  other 
parts  of  tropical  Africa.  It  is  suggested  that  the 
infrequent  occurrence  of  autoimmune  disease  in 
parts  of  tropical  Africa  is  related  to  the  immuno- 
logical disturbance  produced  by  multiple  parasitic 
infections. 

. . . Greenwood,  B.  M.:  Lancet  2:380,  (Aug. 
17)  1968 

* * * 

THE  BLOOD  GROUP  ANTIGEN  ULa  (KARHULA) 

The  serum  of  a Finnish  patient  contained  an 
antibody  to  a previously  unknown  red  cell  antigen 
provisionally  called  Ula.  The  antigen  was  pos- 
sessed by  2.6  per  cent  of  2,620  Helsinki  blood  don- 
ors, though  in  certain  Finnish  isolates  it  occurs 
more  frequently.  It  is  inherited  as  a dominant  char- 
(Concluded  on  Page  56) 
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JUAN  A.  ALONSO,  M.D. 

Juan  A.  Alonso,  M.D.,  a physician  on  the  staff 
at  Zambarano  Memorial  Hospital  for  nine  years, 
died  Monday,  September  23,  1968.  He  was  40 
years  old. 

Born  in  Cuba  on  May  12,  1928,  Doctor  Alonso 
was  a 1953  graduate  of  the  University  of  Havana, 
Cuba.  He  served  an  internship  at  the  Roger  Wil- 
liams General  Hospital  from  1955  to  1957,  and 
in  1957  and  1958  he  served  as  Block  Island’s  only 
resident  physician.  He  was  a member  of  the  Provi- 
dence Medical  Association  and  the  Rhode  Island 
Medical  Society. 

* * * 

JOSEPH  A.  BAUTE,  M.D. 

Joseph  A.  Baute,  M.D.,  former  chief  of  medicine 
at  Roger  Williams  General  Hospital,  died  Thurs- 
day, May  16,  1968.  He  was  68  years  old. 

Born  in  Kentucky  an  January  10,  1900,  Doctor 
Baute  attended  the  University  of  Xotre  Dame  and 
was  a 1926  graduate  of  Hahnemann  Medical  Col- 
lege. He  served  in  the  Marine  Corps  during  World 
War  I and  in  the  Xavy  during  World  War  II,  re- 
tiring from  the  Xaval  Reserves  with  the  rank  of 
commander.  He  interned  at  Roger  Williams  Hos- 
pital from  1926  to  1927. 

Doctor  Baute  served  on  the  staff  of  Roger  Wil- 
liams General  Hospital  and  also  Kent  County 
Memorial  Hospital  of  which  he  was  once  president 
of  its  medical  staff.  He  was  a member  of  the  Kent 
County  Medical  Society,  the  Rhode  Island  Med- 
ical Society,  and  the  American  Medical  Association. 

* j}c 

FREDERIC  J.  BURNS,  M.D. 

Frederic  J.  Burns,  M.D.,  former  President  of 
the  Providence  Medical  Association,  and  director 
of  the  health  program  at  Providence  College,  died 
Saturday,  August  31,  1968.  He  was  61  years  of 
age. 

Born  in  Pawtucket  on  July  15,  1907,  Doctor 
Burns  graduated  from  Providence  College  in  1929 
and  he  received  his  medical  degree  from  St.  Louis 
University  in  1934.  In  1949  he  was  elected  presi- 
dent of  the  staff  of  St.  Joseph's  Hospital. 

He  was  organizer  of  the  Rhode  Island  Arthritis 
and  Rheumatism  Foundation  and  he  was  a mem- 
ber of  the  Rhode  Island  Medical  Society  and  the 
Providence  Medical  Association,  of  which  he  was 
President  in  1952. 

* * * 

LEO  COHEN,  M.D. 

Leo  Cohen,  M.D.,  a practicing  physician  in  Prov- 
idence for  50  years,  died  Monday,  April  1,  1968. 
He  was  79  years  old. 
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Born  in  Russia  on  February  27,  1889,  Doctor 
Cohen  graduated  from  Brown  LTniversity  in  1912 
and  from  Tufts  Medical  School  in  1916,  after  which 
he  served  a one-year  internship  at  St.  Joseph’s  Hos- 
pital in  Providence. 

He  was  on  the  staff  at  the  Miriam  and  Roger 
Williams  General  Hospitals.  He  was  a member  of 
the  Providence  Medical  Association,  the  Rhode  Is- 
land Medical  Society,  the  American  Medical  Asso- 
ciation, the  Xew  England  Pediatric  Society,  Temple 
Beth-El,  Roosevelt  Lodge,  F.  & A.M.,  Touro  Fra- 
ternal Association.  Xarragansett  Associates,  the 
Jewish  Home  for  the  Aged,  and  the  Ledgemont 
Country  Club. 

* * * 

GERALD  J.  CURRERI,  M.D. 

Gerald  J.  Curreri,  M.D.,  a practicing  physician 
in  Providence  for  37  years,  died  Wednesday,  Sep- 
tember 11,  1968.  He  was  63  years  old. 

Born  in  Brooklyn,  Xew  York,  on  April  18,  1905, 
Doctor  Curreri  was  a 1926  graduate  of  Brown 
University  and  a 1930  graduate  of  Boston  Univer- 
sity Medical  School.  He  served  an  internship  at 
Truesdale  Hospital  in  Fall  River. 

He  was  on  the  staffs  of  Roger  Williams  General, 
St.  Joseph’s,  and  Pawtucket  Memorial  Hospitals, 
and  was  a member  of  the  American  Academy  of 
General  Practice,  the  Providence  Medical  Associa- 
tion, the  Rhode  Island  Medical  Society,  and  the 
American  Medical  Association. 

* * * 

JACOB  GREENSTEIN,  M.D. 

Jacob  Greenstein,  M.D.,  a practicing  physician 
in  Providence  for  42  years,  died  Wednesday,  July 
24,  1968,  at  Pawtucket  Memorial  Hospital.  He  was 
66  years  old. 

Born  in  Providence  May  4,  1902,  Doctor  Green- 
stein graduated  from  Brown  University  in  1922 
and  from  Cornell  University  Medical  School  in 
1926.  He  interned  at  Pawtucket  Memorial  Hospital 
and  Charles  V.  Chapin  Hospital  in  1927.  He  was 
chief  of  medicine  at  Pawtucket  Memorial  Hospital 
from  1948  to  1956,  and  he  was  on  the  consulting 
staff  of  that  hospital  and  of  Miriam  Hospital,  and 
for  the  past  two  years  he  had  been  medical  con- 
sultant at  the  Chapin  Hospital. 

During  World  War  II  he  was  a examining  phy- 
sician for  Selective  Service. 

Doctor  Greenstein  was  a fellow  of  the  American 
College  of  Physicians  and  a member  of  the  Ameri- 
can Society  of  Internal  Medicine,  the  Rhode  Is- 
land Society  of  Internal  Medicine,  the  American 
Medical  Association,  the  Providence  Medical  As- 
.'ociation.  and  the  Rhode  Island  Medical  Society. 
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He  wrote  many  articles  for  the  Rhode  Island  Med- 
ical Journal. 

He  was  past  master  and  life  member  of  Roosevelt 
Lodge,  F.  & A.M.,  and  a member  of  the  Scottish 
Rite  and  Palestine  Temple,  the  Touro  Fraternal 
Association,  the  Providence  Fraternal  Association, 
the  Rhode  Island  Jewish  Historical  Association, 
and  Temple  Emanu-El.  He  was  a charter  member 
of  the  Hope  Link,  Order  of  the  Golden  Chain. 

* * * 

THOMAS  W.  GRZEBIEN,  M.D. 

Thomas  W.  Grzebien,  M.D.,  chairman  of  the 
state  board  of  examiners  in  osteopathy  and  former 
chief  of  gynecology  at  the  Rhode  Island  Medical 
Center,  died  Tuesday,  November  5,  1968.  He  was 
76  years  old. 

Born  in  Poland  on  November  28,  1891,  he  was 
a 1915  graduate  of  the  Atlanta  College  of  Physi- 
cians and  Surgeons  at  Emory  University  in  Geor- 
gia. He  completed  a three  year  internship  at  Rhode 
Island  Hospital  in  1918. 

Doctor  Grzebien  was  a member  of  the  Depart- 
ments of  Gynecology  at  Rhode  Island  Hospital  and 
Providence  Lying-In  Hospital,  and  he  was  on  the 
staffs  of  Miriam,  Roger  Williams  General,  and  St. 
Joseph’s  Sohpitals. 

He  was  a Diplomate  of  the  American  Board  of 
Obstetrics  and  Gynecology,  and  a fellow  of  both 
the  American  College  of  Surgeons  and  the  Ameri- 
can College  of  Obstetrics  and  Gynecology.  He  was 
a member  of  the  New  England  Obstetrical  and 
Gynecological  Society,  the  Providence  Medical  As- 
sociation, The  American  Medical  Association,  and 
the  Rhode  Island  Medical  Society. 

* * =i= 

JOHN  L.  HEALY,  M.D. 

John  L.  Healy,  M.D.,  an  obstetrician,  and  former 
Newport  city  physician,  died  Friday,  November 
15,  1968.  He  was  79  years  old. 

Born  in  Newport  on  October  11,  1889,  Doctor 
Healy  was  a 1910  graduate  of  Yale  and  was  the 
last  surviving  member  of  the  1914  graduating  class 
of  the  Yale  Medical  School.  He  served  an  intern- 
ship at  New  Haven  Hospital,  and  he  was  a resident 
physician  in  obstetrics  at  the  Harlem  (N.Y.)  Nur- 
sery and  Children’s  Hospital,  and  the  Sloan  Hos- 
pital for  Women  of  the  College  of  Physicians  and 
Surgeons  at  Columbia  University. 

A member  of  the  Newport  and  Rhode  Island 
Medical  Societies,  he  served  as  a surgeon  in  the 
Rhode  Island  Militia  and  the  Newport  Artillery 
Company. 

* * * 

W.  ANDREW  JAWORSKI,  M.D. 

W.  Andrew  Jaworski,  M.D.,  of  154  Robinson 
Avenue,  Pawtucket,  died  Saturday,  November  2, 
1968.  He  was  45  years  of  age. 


Born  in  Poland  on  January  1,  1923,  Doctor 
Jaworski  graduated  from  college  in  Poland  in  1944 
and  from  medical  school  in  Germany  in  1950.  He 
served  his  internship  in  a New  York  Hospital  from 
1951  to  1952  and  he  served  as  a captain  in  the 
U.S.  Air  Force  from  1955  to  1958. 

He  was  a member  of  the  American  College  of 
Obstetrics  and  Gynecology,  the  International  Col- 
lege of  Surgeons,  the  Pawtucket  Medical  Associa- 
tion, the  American  Medical  Association,  and  the 
Rhode  Island  Medical  Society. 

* * * 

FRANK  H.  MATHEWS,  M.D. 

Frank  H.  Mathews,  M.D.,  a former  Providence 
city  physician,  died  Friday,  May  3,  1968.  He  was 
79  years  of  age. 

Born  in  Skowhegan,  Maine,  on  May  25,  1888, 
Doctor  Mathews  was  a 1910  graduate  of  Dart- 
mouth Medical  College.  He  served  an  internship 
at  Worcester  State  Hospital  from  1910  to  1911  and 
at  Rhode  Island  Hospital  from  1911  to  1913,  where 
he  was  an  assistant  administrator  for  two  years 
before  entering  private  practice. 

Doctor  Mathews  served  in  the  Navy  during 
World  War  I and  he  was  appointed  Providence 
city  physician  after  his  discharge.  He  spent  four 
years  in  that  post.  He  retired  from  his  private 
practice  as  an  anesthetist  after  56  years  in  the 
profession. 

He  was  a member  of  the  Providence  Medical 
Association  and  the  Rhode  Island  Medical  Society. 
* * * 

JOHN  G.  PIERIK,  M.D. 

John  G.  Pierik,  M.D.,  an  orthopedic  surgeon, 
died  Tuesday,  November  19,  1968.  He  was  39 
years  old. 

Born  in  Providence,  Rhode  Island,  on  September 
23,  1929,  Doctor  Pierik  graduated  from  Cornell 
University  in  1951  and  from  Cornell  Medical 
School  in  1955.  He  served  an  internship  at  Rhode 
Island  Hospital  and  was  resident  orthopedic  sur- 
geon there  from  1956  to  1960.  He  was  a captain  in 
the  U.S.  Air  Force  Medical  Corps  from  1960  to 
1962. 

Doctor  Pierik  was  on  the  staff  at  Rhode  Island 
and  St.  Joseph’s  Hospitals.  He  was  a member  of 
the  Providence,  Rhode  Island,  and  American  Med- 
ical Associations  and  the  American  Academy  of 
Orthopedic  Surgeons.  He  was  also  a member  of  the 
Rhode  Island  Amateur  Hockey  Association,  the 
Audubon  Society  and  the  American  Littoral  So- 
ciety. 

* * * 

RALPH  J.  PETRUCCI,  M.D. 

Ralph  J.  Petrucci,  M.D.,  Bristol  County  Med- 
ical Examiner,  died  Friday,  January  19,  1968,  at 
(Continued  on  next  page) 
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Truesdale  Hospital  in  Fall  River.  He  was  64  years 
old. 

Born  in  Bristol  on  December  16,  1903,  Doctor 
Petrucci  graduated  from  Brown  University  in  1925 
and  from  Jefferson  Medical  School  in  1929.  He 
served  his  internship  at  Pawtucket  Memorial  Hos- 
pital. He  had  served  as  medical  examiner  since 
1936  and  as  Warren  School  physician  since  1948. 
He  was  the  town’s  police  surgeon  from  1941  to 
1949. 

During  World  War  II  Doctor  Petrucci  served 
as  an  examiner  for  the  Selective  Service  Board  and 
he  was  chief  medical  officer  for  Warren's  civil  de- 
fense organization.  In  1956  he  became  physician 
for  Narragansett  Race  Track,  and  he  also  was  an 
examiner  for  the  State's  temporary  disability  in- 
surance program. 

He  was  on  the  staffs  of  Truesdale  and  Pawtucket 
Memorial  Hospitals  and  the  Rhode  Island  Veterans 
Home  in  Bristol.  He  was  a past  president  and 
treasurer  of  the  Bristol  County  Medical  Associa- 
tion, a member  of  the  Rhode  Island  Medical  So- 
ciety and  the  American  Medical  Association, 
and  of  the  East  Providence  Council  of  the  Knights 
of  Columbus. 

* * * 

ELIHU  S.  WING,  SR.,  M.D. 

Elihu  S.  Wing,  Sr.,  M.D.,  a pioneer  in  the  im- 
provement of  medical  services  in  the  State,  died 
Friday,  August  2,  1968,  in  Jane  Brown  Hospital. 
He  was  84  years  old. 

Born  in  Greenville  Center,  New  York,  May  5, 
1884,  Doctor  Wing  received  a bachelor  of  philoso- 
phy degree  from  Yale  Scientific  School  in  1911  and 
a medical  degree  from  Yale  Medical  School  in 
1915.  He  interned  at  Charles  V.  Chapin,  Rhode 
Island,  and  Lying-In  Hospitals.  During  World 
War  I he  served  at  the  Newport  Naval  Hospital 
and  the  American  Naval  Hospital  in  Queenstown, 
Ireland,  with  the  rank  of  lieutenant,  and  he  later 
became  a lieutenant  commander  in  the  Naval  Re- 
serves. He  w7as  chief  of  the  division  of  medical 


care  for  Civilian  War  Services  in  the  State  Coun- 
cil of  Defense  during  World  War  II. 

Doctor  Wing  was  appointed  a visiting  physician 
at  Rhode  Island  Hospital  in  1929  and  he  was 
named  chief  of  the  department  of  medicine  in  1943. 
He  became  a consulting  physician  at  Charles  V. 
Chapin,  Butler,  Pawtucket  Memorial,  and  South 
County  Hospitals,  and  the  Emma  Pendleton  Brad- 
ley Home. 

He  started  the  State’s  first  blood  bank  and  he 
played  a prominent  role  in  the  expansion  of  in- 
ternal medicine  services  at  a number  of  hospitals. 
He  was  a member  of  the  State  Committee  for  Pro- 
curement and  Assignment  of  Physicians  and  he  was 
prominent  in  Yale  alumni  activities  in  this  State. 

Doctor  Wing  was  a diplomate  of  the  American 
Board  of  Internal  Medicine,  a fellow  of  the  Ameri- 
can College  of  Physicians,  a past  president  of  the 
Providence  Tuberculosis  League,  and  a member  of 
the  Providence  Medical  Association,  the  American 
Medical  Association,  and  the  Rhode  Island  Med- 
ical Society,  of  winch  he  wras  president  in  1944- 
1945. 

* * * 

HATTIE  G.  WOLFE,  M.D. 

Hattie  G.  Wolfe,  M.D.,  medical  director  of  the 
prolonged  treatment  section  at  the  state  institu- 
tions for  more  than  15  years  until  her  retirement 
18  months  ago,  died  December  25,  1968.  She  w-as 
79  years  old. 

Born  in  Providence,  Rhode  Island,  on  June  15, 
1892,  Doctor  Wolfe  was  a special  student  at  Pem- 
broke College  for  a year  and  was  graduated  from 
Tufts  Medical  School  in  1912.  She  served  her  in- 
ternship at  the  New  England  Hospital  for  Women 
and  Children  in  Roxbury,  Massachusetts. 

Doctor  Wolfe  was  a practicing  physician  in 
Providence  until  her  association  with  the  Rhode 
Island  Medical  Center.  She  was  a member  of  the 
Providence  Medical  Association,  Rhode  Island 
Medical  Society,  and  the  American  Medical  Asso- 
ciation. 
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THE  THYMUS.  Ciba  Foundation  Symposium,  In 
Honour  of  Sir  Macfarlane  Burnet.  Edited  by 
G.  E.  W.  Wolstenholme  and  Ruth  Porter.  Little, 
Brown  & Company,  Boston,  1966.  $15.00 
Who  today  can  think  of  the  thymus  without  in- 
stantly associating  the  name  of  Nobel  Prize  winner, 
Sir  Macfarlane  Burnet,  O.M.,  Director  of  the 
Walter  and  Eliza  Hall  Institute  of  Medical  Re- 
search in  Melbourne,  Australia.  It  was  natural, 
then,  that  the  Ciba  Symposium  on  the  Thymus: 
Experimental  and  Clinical  Studies,  should  have  set 
a precedent  by  holding  its  Symposium  in  Mel- 
bourne, Australia,  rather  than  at  Portland  Place, 
London,  the  usual  locale  for  Ciba  Symposia. 

The  Symposium  marked  the  retirement  of  Sir 
Macfarlane  Burnet  as  director  of  this  world- 
famous  Melbourne  institute.  For  over  forty  years 
Burnet  had  been  associated  with  the  institute, 
and  for  the  past  twenty-one  years  as  its  director. 
No  man  should  be  more  generously  honored.  Bur- 
net had  achieved  pre-eminence  in  virology  before 
he  turned  to  immunology,  in  which  his  researches 
led  to  sharing  of  the  Nobel  Prize  in  Medicine  and 
Physiology  with  Sir  Peter  Brian  Medawar. 

The  Symposium  considered  general  topics:  1) 
Structure  and  development  of  the  thymus;  2) 
Function  of  lymphocytes;  3)  Role  of  the  thymus 
in  cellular  and  humoral  immunity;  4)  The  thymus 
in  leukaemogenesis  and  carcinogenesis,  and  5)  An- 
toimmune  disease.  A distillate  of  the  pertinent  ob- 
servations and  conclusions  of  the  various  sections 
follows. 

The  basic  essential  facts  of  thymic  function 
may  be  summarized  from  the  conference  by  saying 
that  the  thymus,  by  all  observations  and  experi- 
mentation, is  essential  for  the  development  of  “im- 
munologic competence”  of  the  individual.  The  evi- 
dence is  quite  strikingly  simple.  Absence  of  or  de- 
fects in  the  thymus  lead  to  defective  antibody  for- 
mation and  even  agammaglobulinemia.  Thynec- 
tomy  will  prevent  the  development  of  immunologic 
competence  from  grafted  bone  marrow  or  reticu- 
loendothelial systems  following  lethal  irradiation 
in  the  experimental  animal. 

Given  these  facts,  the  first  section  reports  the 
search  for  the  evidence  of  secretion  in  the  thymus. 
The  conclusion  is  that  in  the  electron  micrograph 
of  medullary  epithelial  cells  there  may  be  cyto- 
plasmic inclusions  that  represent  stored  secretory 
material.  This  material  should  be  from  its  staining 
properties  a sulphated  acid  mucopolysaccharide. 
Tissue  culture  studies  of  the  reticuloendothelial 
system  led  to  the  conclusion  that  to  achieve  im- 
munological maturation  the  bone  marrow  cells  and 


a spleen  must  be  necessary  for  the  thymus  to  act 
upon.  The  spleen  apparently  secretes  a substance 
which  will  pass  through  a millipore  filter  barrier 
and  enhance  thymus  lymphoid  development.  The 
interrelationship  of  bone  marrow,  thymus,  and 
spleen  need  clarification;  but  any  system  of  im- 
munology must  include  all  three. 

The  lymphocyte  and  plasma  cell  are  basic  for 
the  development  of  antibodies.  The  manner  in 
which  the  lymphocyte  produces  its  specific  anti- 
body is  still  unsettled.  Basically,  there  are  two 
plausible  theories  based  on  1 ) the  totipotent  lym- 
phocyte, or  2)  the  specific  antibody  lymphocyte, 
Burnet’s  Clonal  Theory  of  Immunity.  The  con- 
ference did  not  settle  these  theoretical  concepts. 
The  experiments  reported,  however,  do  show  that 
small  lymphocytes  may  metamorphosize  into  large 
pyrominophilic  cells  which  may  then  divide  and 
produce  small  lymphocytes.  These  small  lympho- 
cytes transferred  to  irradiated  hosts  carry  full  im- 
munologic memory.  Further  evidence  was  given 
that  every  clone  of  lymph  node  origin  tested  could 
produce  antibodies  to  Shigella  and  hemolysins  to 
sheep  red  blood  cells.  As  presented,  the  evidence 
seems  to  favor  a totipotent  capacity  of  a lympho- 
cyte to  manufacture  a variety  of  antibodies.  The 
problems  of  the  genetic  coding  and  the  turn-off 
and  turn-on  mechanisms  were  not  considered  in 
this  symposium,  but  present  more  than  a stumbling 
block  to  any  intelligent  understanding  of  the  re- 
lationship of  the  small  lymphocyte  to  gamma  glo- 
bulin antibodies. 

On  the  gross  level  any  and  all  proteins  as  anti- 
gens must  produce  immunity  or  tolerance.  It  is 
believed  on  the  gross  physiological  level  that  there 
is  a blood  thymus  barrier  which  is  variable  to 
different  antigens.  The  presence  of  the  thymus  and 
the  age  of  the  animal  indicate  that  any  protein- 
aceous antigen  in  the  newborn  is  diffusely  spread 
throughout  all  lymphatic  tissue.  In  the  adult  there 
is  a depositing  and  retention  of  the  antigenic  ma- 
terial well  within  the  center  of  a given  lymph  fol- 
licle. In  this  context  tolerance  depends  upon  con- 
tinuously circulating  antigen. 

In  an  interesting  section  devoted  to  the  onto- 
genetic and  phylogenetic  considerations,  the  old 
adage  of  recapitulation  seems  to  be  true.  The  de- 
fects in  immunologic  competence  may  be  shown  to 
occur  at  any  one  of  numerous  developmental  steps 
which  are  introduced  phylogenetically  in  the  higher 
organisms. 

The  theory  that  leukemia  and  cancer  are  due 
to  viruses  is  based  on  more  than  casual  and  inci- 
(Continued  on  next  page) 
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dental  findings.  The  role  of  the  leukocytes  and 
thymus  in  this  interplay  between  virus  and  neo- 
plastic disease  warrants  further  investigation.  The 
presence  of  an  oncongenic  virus  is  a necessary,  but 
not  a sufficient  condition  for  the  production  of  the 
clinical  picture  of  tumor  or  cancer.  These  viral 
agents  may  well  be  tolerated  for  long  periods  of 
time  and  produce  the  recognized  and  accepted 
pathological  picture  only  during  phases  of  rapid 
lymphopoiesis  recognizable  in  the  blood.  High- 
rate  susceptible  animals  are  shown  "normally’’  to 
carry  a constant  high  titer  of  lymphopoiesis- 
stimulating  factor.  The  low-risk  strains  of  animals 
which  are  living  in  symbiosis  with  the  viral  agent 
may  produce  the  clinical  picture  of  leukemia  or 
cancer  if  the  thymus  is  intact,  when  a factor  is  in- 
troduced which  will  produce  the  lymphopoiesis- 
stimulating  factor.  The  converse  is  obvious,  that 
control  of  the  lymphopoiesis-stimulating  factor 
should  be  a clinical  objective.  The  system  should 
be  thought  of  as  a possible  model  in  considering  the 
long  remissions  which  are  known  to  occur  in  many 
forms  of  cancer,  Hodgkins  disease,  and  chronic 
lymphatic  leukemia. 

Autoimmune  disease,  naturally  was  introduced 
by  a discussion  of  Sir  Macfarlane  Burnet’s  XZB 
rats  which  regularly  develop  a hemolytic  anemia, 
and  regularly  develop  lesions  in  the  thymus.  The 
clinical  aspects  of  autoimmunity  were  discussed 
primarily  by  William  Dameshek,  who  again  put 
forth  his  belief  that  the  immunoproliferative  dis- 
orders may  well  be  autoimmune  diseases.  The  mul- 
tiple common  hematological  manifestations  of  both 
autoimmune  and  immunoproliferative  diseases  are 
well  set  forth. 

Xo  discussion  of  the  thymus  would  be  complete 
without  a consideration  of  its  role  in  myasthenia 
gravis.  Immunoelectrophoresis  techniques  have 
shown  the  presence  of  antibodies  to  striated  mus- 
cle and  to  thymic  epithelial  cells  in  classical  cases 
of  the  disease. 

In  clinical  pathological  correlation  the  following 
histopathlogical  pictures  have  been  correlated  with 
clinical  diseases:  Aplasia  is  a universal  finding  in 
the  Swiss  form  of  agammaglobulinemia:  severe 
cases  of  hyperthyroidism  for  an  inexplicable  reason 
shown  hyperplasia  of  the  thymus  gland.  The  dys- 
plasia so  characteristic  of  myasthenia  gravis  is 
difficult  to  distinguish  from  that  seen  in  another 
autoimmune  disease,  namely,  lupus  erythematosus. 
True  neoplasia  is  recognized  in  the  thynomas. 

The  Ciba  Conference  took  note  of  the  retirement 
of  Sir  Macfarlane  Burnet  and  in  so  doing  took 
note  also  of  our  present  state  of  knowledge  of  the 
thymus  gland,  its  structure,  and  function.  It  points 
up  our  ignorance  more  than  our  knowledge  and 
reminds  us  of  the  challenge  and  need  for  good, 
original,  competent  investigators  to  follow  Sir  Mac- 


farlane Burnet.  It  leaves  us  with  the  fervent  hope 
that  those  who  follow  wall  have  the  same  gifts  of 
originality,  the  capacity  for  creative  concepts,  but 
above  all,  the  humanism  of  Sir  Macfarlane  Burnet. 

Robert  V.  Lewis,  m.d. 

THE  SIDE  OF  THE  ANGELS,  by  John  Rowan 

Wilson.  Doubleday  & Co.,  Inc.,  Garden  City, 

Xew  York,  1968.  $5.95 

The  Side  of  the  Angels  will  stand  beside  The 
Hall  of  Mirrors  in  the  Davenport  Collection  of  the 
Rhode  Island  Medical  Society  Library  in  the  place 
reserved  for  the  works  of  John  Rowan  Wilson, 
M.D.  But  these  two  novels  will  stand  side  by  side 
in  history  because  they  portray  contemporary  prob- 
lems in  the  politics  and  sociology  of  medicine  and 
basic  science  in  this  second  half  of  the  20th  cen- 
tury. 

The  former  novel,  The  Hall  of  Mirrors,  was  ex- 
tensively reviewed  in  this  Journal,  and  much  that 
was  written  then  about  John  Rowan  Wilson  and 
of  his  capabilities  as  a novelist  apply  equally  to 
this  companion  piece.  It  is  a novel  of  concern  with 
the  problems  of  the  scientist  in  basic  research:  the 
problem  of  conscience  in  the  implications  of  his 
discovery  on  the  welfare  and  future  of  mankind; 
and  the  problem  of  the  entrepeneur  of  science, 
whether  he  be  the  Soviet  director  of  a research 
center  or  the  director  of  a great  American  drug 
firm. 

The  essential  sociological  role  of  a novelist  is  to 
report  in  depth  and  in  introspective  terms  man’s 
physical,  economic,  and  spiritual  progress  in  this 
world.  In  a plausible  and  credible  manner,  he 
makes  the  reader  more  aware  of  the  contemporary 
society  in  which  he  lives,  and  at  least  vicariously 
to  experience  other  peoples'  problems. 

Wilson's  latest  novel  stands  up  well  under  the 
scrutiny  of  dissection  as  to  what  makes  it  good. 
First  it  is  trite  to  say  that  the  number  of  plots 
available  to  a novelist  is  quite  finite  in  number. 
In  these  terms  Rowan  casts  as  his  hero  a man 
whom  most  of  us  would  accept  as  a present  day 
hero,  namely,  a scientist  of  superior  abilities,  a 
scientist  of  indubitable  intellectual  integrity,  and 
a scientist  of  indubitable  personal  integrity  in  the 
places  where  it  counts.  Dissected  microscopically  it 
is  a novel  of  the  encounter  and  resolution  of  man's 
examination  of  his  own  integrity  with  himself. 

The  hero,  Karas,  is  a Hungarian  refugee  work- 
ing in  a Soviet  molecular  biology  center  on  ge- 
netics, especially  virus  phages.  He  is  forced  to 
defect  to  the  West  to  carry  out  his  co-worker's 
wish  to  conceal  a basic  but  potentially  disastrous 
breakthrough  in  molecular  genetics.  Adorned  and 
ornamented,  this  very  simple  plot  carries  us 
through  a reasonably  good  survey  of  contemporary 
ideas  in  the  three  most  talked-about  subjects, 
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namely,  politic,  sex,  and  religion,  with  the  latter 
reduced  to  ethics.  With  regard  to  the  more  enter- 
taining of  the  three  subjects,  Wilson  allows  our 
hero  Karas,  a bachelor,  the  uninhibited  enjoyment 
for  passion’s  sake  alone  of  the  college  girls  of  the 
center,  and  then  the  warm  satisfaction  of  a sensu- 
ous and  intellectually  mature  woman.  In  the  end, 
despite  all  our  claims  to  more  enlightenment,  he 
marries  the  good,  clean  American  girl  who  is  quite 
the  virgin  and,  despite  her  working  for  the  most  so- 
phisticated of  ladies’  magazines,  finds  herself  preg- 
nant as  a consequence  of  this  true  love. 

Wilson’s  novels  appear  to  me  always  to  be  in 
the  form  of  Hegelian  dialectics.  In  The  Hall  of 
Mirrors  it  was  the  Royal  Colleges  and  the  new, 
university-oriented  full  time  teacher-physician.  In 
this  current  novel  it  is  essentially  the  conflicts 
between  Communism  and  Capitalism;  but  always, 
despite  the  labels  one  may  place  on  the  opposing 
groups,  the  men  are  frequently  the  same,  and  the 
drive  for  power  no  respecter  of  the  system  in  which 
it  is  found. 

C.  P.  Snow  was  the  first  to  popularize  the  per- 
sonal ambitions  of  scientists  and  the  power  poli- 
tics involved  in  the  scientific  world.  John  Rowan 
Wilson’s  novels  are  credible  and  plausible,  and 
describe  the  same  phenomena  on  a broader  scale. 
People  are  interested  in  the  personal  side  of  the 
life  of  scientists  and  identify  with  them  readily 
when  they  find  they  are  quite  human.  The  recent 
popularity  of  J.  D.  Watson’s  The  Double  Helix  is 
another  confirmation.  If  Wilson  continues  to  write 
novels  on  such  contemporary  themes  as  his  last 
two,  and  continues  to  do  so  with  such  skill  and 
credibility,  he  will  find  a large  waiting  audience, 
for  such  works  are  in  the  taste  and  temper  of  the 
times. 

Robert  V.  Lewis,  m.d. 

INTERN AL  MEDICINE,  Based  on  Mechanisms 
of  Disease.  Edited  by  Peter  J.  Talso,  and  Alex- 
ander P.  Remenchik.  The  C.  V.  Mosby  Com- 
pany, St.  Louis,  Missouri,  1968.  $17.50 
This  text  illustrates  the  modern  trend  toward 
dealing  with  disease  in  terms  of  its  basic  mech- 
anisms. In  this  and  other  regards  it  invites  com- 
parison with  the  “standard”  text  books  of  med- 
icine previously  reviewed  in  this  section.  Both  types 
of  texts,  the  modern  as  an  integral  part  of  the  dis- 
cussions and  the  standard  in  the  first  part  of  the 
volume,  stress  the  role  of  disordered  bodily  func- 
tions that  produce  disease  states.  Differences  are 
much  more  obvious.  The  standard  texts  are  massive 
and  encyclopedic  and  draw  upon  a host  of  well- 
known  names  in  many  locations.  The  Talso-Re- 
menchik  text  is  intentionally  limited  in  scope  and 
(Continued  on  next  page) 
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size,  and  is  short  on  therapy.  It  has  been  written 
by  what  appears  to  be  a more  or  less  limited  ge- 
ographical group,  either  now  or  formerly  in  the 
Chicago  area,  probably  permitting  easier  direct 
collaboration  and  more  uniformity  in  approach. 
Discussions  of  individual  diseases  are  frequently 
very  brief,  and  a number  of  topics  are  handled  in 
cursory  fashion  or  omitted.  While  this  is  a rela- 
tively readable  “working  textbook  of  medicine” 
for  the  student,  or  for  a practitioner  reviewing  for 
board  examinations,  it  cannot  be  recommended  as, 
nor  was  it  intended  to  be,  a reference  text.  There 
are,  to  be  sure,  adequate  bibliographies  appended 
to  each  section,  but  in  practice  few  students  will 
have  the  time  or  inclination  to  consult  “classic 
reference  sources.”  The  pioneer  of  modern  Ameri- 
can textbooks  of  medicine,  Doctor  William  Osier, 
recognized  this  fact  and  deliberately  omitted  bibli- 
ographies from  his  first  edition,  preferring  to  make 
the  text  itself  as  comprehensive  as  possible. 

The  Talso-Remenchik  volume  does  fulfill  the 
limited  objectives  outlined  in  the  preface,  but  the 
student  and  the  house  officer  should  have  ready 
access,  preferably  by  ownership,  to  one  of  the  more 
comprehensive  texts. 

Irving  A.  Beck,  m.d. 

CYSTIC  FIBROSIS.  Ciba  Foundation  Study 
Group  No.  32.  Edited  by  Ruth  Porter  and  Maeve 
O'Connor.  Little,  Brown  and  Company,  Boston, 
1968.  $3.95 

This  small  book  is  one  of  the  Ciba  Foundation 
studies.  Twenty-two  prominent  research  workers 
from  various  parts  of  the  world  have  participated, 
some  skilled  in  the  clinical  management  and  others 
experts  in  physiology  and  pathology.  The  nature  of 
the  primary  defect  remains  speculative. 

The  generalized  nature  of  the  disease  suggests 
that  a system  such  as  the  autonomic  nervous  sys- 
tem may  be  involved,  but  nothing  has  been  proved. 
The  increased  calcium  in  the  saliva  with  the  fre- 
quent enlargement  of  the  submaxillary  glands  re- 
ceives considerable  attention  but  awaits  a good 
explanation.  The  search  for  abnormal  glycoproteins 
in  the  mucus  has  been  in  vain.  X’oone  knows  how 
much  the  bronchitis  is  aggravated  by  sulphur  di- 
oxide in  the  atmosphere. 

This  work  suggests  the  possibility  that  an  en- 
zyme may  be  lacking,  but  much  more  research  is 
needed  before  the  pathogenesis  of  cystic  fibrosis 
is  known. 

H.  G.  Calder,  m.d. 

THE  NAKED  APE.  A Zoologist’s  Study  of  the 
Human  Animal,  by  Desmond  Morris.  McGraw- 
Hill  Book  Company,  New  York,  1967.  $5.95 
Increasing  inclination  to  regard  many  of  our 


social,  political,  and  sexual  problems  as  irreducible, 
instinctual,  animal  reactions  has  led  in  the  past 
five  to  ten  years  to  a preoccupation  with  primates 
and  primate  behavior.  Developments  in  compara- 
tive sociology,  comparative  psychology,  compara- 
tive ethology,  and  even  comparative  psychoanaly- 
sis have  paralleled  the  establishment  of  centers 
for  primate  study,  especially  in  the  United  States. 
Throughout  the  world  the  popularization  of  pri- 
mate behavior  has  been  enhanced  by  the  field  work 
of  Irven  DeVore,  Jane  Goodall,  Baron  Hugo  Van 
Lawick,  Vernon  Reynolds,  and  George  B.  Schaller. 
The  last  has  worked  extensively  in  the  Virunga 
volcano  area,  observing  the  gorilla  and  correcting 
many  false  impressions  about  the  social  behavior 
of  this  largest  of  the  apes.  It  was  little  more  than 
a hundred  years  ago  that  Thomas  Savage,  an  Amer- 
ican missionary  in  the  Eastern  Congo  of  Africa, 
found  a skull  too  big  to  be  that  of  a chimpanzee 
and  in  collaboration  with  Doctor  Jeffries  Wyman, 
an  American  anatomist,  first  described  the  gorilla. 
Vernon  Reynolds,  eminent  British  primatologist 
and  author  of  the  recently  published  The  Apes,  be- 
lieves that  the  excitement  generated  in  the  first 
half  of  the  nineteenth  century  — even  before  the 
publication  of  Darwin’s  Theory  of  Evolution  — 
came  about  because  science  had  reached  the  stage 
where  man  appreciated  the  genetic  proximity  in 
the  animal  kingdom  of  primates  generally,  and  es- 
pecially the  gorilla.  Study  of  primates  has  con- 
tinued throughout  the  past  century,  but  the  accel- 
eration in  the  past  ten  years  has  had  a steep  slope 
indeed. 

Desmond  Morris  is  Curator  of  Mammals  for 
the  Zoological  Society  of  London.  He  did  much  of 
his  postgraduate  work  on  animal  behavior.  In  ad- 
dition to  this  popular  best-selling  book  he  has 
produced  many  educational  films  and  several  books 
of  biological  interest.  It  should  be  apparent  to  ev- 
eryone that  man  is  “the  naked  ape,”  it  is  under- 
standable how  an  objective  book  written  by  a 
zoologist  about  man  should  be  so  interesting  to  the 
subject  of  his  book.  The  vocabulary  is  analytic 
and  descriptive  and  the  format  that  used  by  a 
disciplined  zoologist  in  writing  a description  of  the 
species.  The  old  philosophical  problem  of  objectiv- 
ity and  divorcing  oneself  from  the  subject  matter 
is  even  more  difficult  here  than  it  would  be  for  a 
pure  physicist  who,  in  the  ultimate  analysis,  also 
cannot  exclude  his  human  observation  and  human 
involvement. 

The  book,  intended  for  the  general  public,  ob- 
viously was  successfully  conceived  and  successfully 
sold.  It  is  a best  seller.  It  is  not  a scientific  book 
nor  a source  book,  but  a delightful  easily-read  re- 
port of  all  the  science,  pure,  applied,  and  social, 
pertinent  to  the  human  animal. 
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By  far  the  most  interesting  chapter,  because  of 
its  element  of  human  comedy,  is  the  chapter  de- 
scribing the  naked  ape’s  sexual  behavior  .Although 
a zoologist,  Morris  himself  is  quite  human  and  can- 
not entirely  divorce  himself  from  obvious  subjec- 
tive experiences.  He  writes  with  a sophistication 
which  reminds  one  of  Erasmus’  handling  of  the 
same  subject  in  The  Praise  of  Folly,  or  even  Vol- 
taire in  some  of  his  priceless  portrayals,  especially 
in  Candide.  Morris  states  that  man,  possessed  of 
the  largest  sexual  organ  of  all  the  apes,  has  almost 
a neurotic  inferiority  complex  about  the  compara- 
tive size  of  his  male  apparatus  and  frequently  is 
envious  of  the  gorilla  who  is  quite  inferior  to  him 
in  this  rather  vital  Freudian  symbol. 

If  the  chapter  on  sex  smacks  of  literary  scien- 
tific comedy,  the  chapter  on  fighting  may  well 
contain  the  tragic  element  and  summarizes  in  a 
little  over  forty  pages  the  best  which  is  known  of 
man  as  a territorial  and  as  an  hierarchial  animal. 
In  no  small  way  man’s  inner  concern  at  the  mo- 
ment is  with  animal  behavior,  dictated  by  his  re- 
alization that  such  factors  as  crowding,  periods  of 
social  tension,  and  mass  movements  have  profound 
effect  on  man’s  basic  instinctual  behavior  and  even 
his  physiology.  Not  only  does  man  react  person- 
ally to  periods  of  panic,  but  whole  populations  will 
modify  their  behavior  as  a social  group.  Two  ex- 
amples are  of  interest.  The  author  reports  a study 
of  palmar  sweating  which  was  uncovered  during 
the  Second  World  War.  The  mean  threshold  of 
sweating  for  the  entire  population  in  one  of  the 
countries  studied  was  so  modified  that  all  imme- 
diate and  personal  stimuli  which  normally  would 
change  sweating  were  totally  modified  by  the 
changes  in  basal  sweating  patterns  of  the  popula- 
tion as  a whole.  From  personal  studies  while  doing 
nutrition  surveys  in  Austria  and  Germany  during 
the  Second  World  War,  I had  the  opportunity  to 
record  significant  variations  in  both  menstrual  flow 
and  menstrual  cycling,  even  to  long  periods  of 
amenorrhea,  in  a significant  number  of  females  in 
the  population  during  periods  of  prolonged  bomb- 
ing, and  during  periods  of  unfriendly  occupation. 
The  increased  incidence  of  toxic  goiters,  as  a mani- 
festation of  sympathetic  over-stimulization,  ob- 
served during  stress  and  strain  has  been  reported  in 
medical  literature.  It  is  in  the  chapter  on  fighting 
and  aggression  that  Desmond  Morris  may  have 
done  his  greatest  service,  by  awakening  the  lay 
public  to  the  complexity  of  man  individually  and 
socially,  especially  in  the  matter  of  war.  He  calls 
attention  to  the  reversible  reactions  between  basic 
hormonal  and  physiological  changes  and  behavior. 
Many  great  writers  in  the  past  have  written  about 
man  as  a warring  animal.  Samuel  Johnson,  in  his 
superb  fable  of  the  old  vulture  teaching  the  young 


vulture  to  observe  the  behavior  of  mankind,  has 
dealt  with  the  problem  of  war.  An  old  vulture 
instructs  a young  member  of  the  flock  to  observe 
man  very  closely  and,  when  he  sees  an  aggregate 
of  men  closely  assembled,  walking  along  together 
in  orderly  fashion,  to  anticipate  large  and  com- 
modious meals,  because  soon  an  equal  number  will 
be  seen  marching  in  an  opposite  direction.  Of  all 
the  animals  on  the  face  of  the  earth,  this  peculiar 
animal  known  as  man  is  the  only  one  who  will  leave 
the  flesh  o fhis  slain  victims  as  the  choicest  meals 
for  vultures.  He  is  the  only  animal  that  slays  for 
pleasure  and  not  to  satisfy  his  basic  nutritional 
needs. 

The  problem  of  warring  also  perplexed  T.  H. 
White,  author  of  Camelot  and  recently  the  subject 
of  a superb  biography  by  Sylvia  Townsend  Warner. 
White,  a great  sportsman  and  a great  hunter,  was 
perplexed  by  the  behavior  of  man  as  a warring 
animal.  In  the  animal  species  he  observed  that  only 
man  and  the  ants  have  an  organized  warring  social 
behavior.  Individual  fighting  occurs  in  all  species, 
but  only  these  two  have  organized  a group  activity 
for  war.  T.  H.  White  went  so  far  as  to  make  ama- 
teur observations  on  several  colonies  of  warring 
ants  which  he  had  purchased.  But  the  difficulty 
always  is  that  the  popular  writer  in  writing  on  this 
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bizarre  aspect  of  man's  instinctual  behavior  is  not 
taken  seriously.  As  a scientist,  Desmond  Morris  is 
credible  and  has  done  a great  service  in  presenting 
the  facts  as  a zoologist  and  ethologist  sees  them. 
He  calls  for  support  in  the  behavioral  sciences,  es- 
pecially regarding  man’s  warring. 

Although  Morris  is  to  be  excused  because  he  is 
writing  non-scientifically  in  this  particular  book, 
the  fact  of  his  teleological  thinking  must  neverthe- 
less be  acknowledged.  Teleological  explanations 
abound  throughout  the  book  and  are  almost  a vice. 
They  cannot  be  ignored  and  mar  the  book  slightly. 
It  is  almost  impossible  ever  to  escape  teleological 
thinking,  but  frequently  by  merely  reversing  the 
logical  sequences  from  premise  to  conclusion  the 
explanation  is  non-teleological.  To  illustrate,  Mor- 
ris says  that  because  of  the  necessary  long  period 
of  rearing,  learning,  and  cultural  teaching  mo- 
nogamous marriage  is  necessary  and  has  resulted. 
This  is  a teleological  explanation  for  monogamous 
pairing.  If  he  had  said  that  because  of  instinctual 
pair  bonding  between  two  human  beings  a long 
period  of  rearing  and  teaching  can  occur  and  cul- 
tural evolution  takes  place,  he  would  have  avoided 
teleological  reasoning.  There  is  a significant  dif- 
ference when  the  premise  and  conclusions  are  re- 
versed. 

It  was  Pope  who  said  “the  proper  study  of  man 
is  man.”  To  me  this  means  an  understanding  of 
one's  orientation  in  time,  place,  and  person.  With 
respect  to  person,  man  is  but  one  of  nearly  two 
hundred  species  of  primates.  He  alone  is  remarka- 
ble, among  other  things,  for  being  hairless  and 
naked.  There  are  other  fascinating  and  distinguish- 
ing characteristics  of  this  unusual  ape,  and  all 
those  who  are  interested  in  knowing  who  they  are 
in  the  animal  kingdom,  and  especially  amongst 
primates,  will  be  instructed  and  highly  amused  by 
reading  this  delightful,  deservedly  popular,  and  ex- 
traordinarily timely  report  on  man,  as  he  appears 
to  a zoologist. 

Robert  V.  Lewis,  m.d. 


PHYSICIANS  WANTED 

Two  general  surgeons  and  one  internist 
for  two  year  overseas  assignment.  Board 
certified,  over  35,  salary  and  related  bene- 
fits. One  surgeon  required  for  service  in 
Caribbean  area  available  immediately; 
surgeon  and  internist  for  Afgranistan  July, 
1969.  Interested  parties  contact  MEDICO, 
a Service  of  CARE,  660  First  Avenue,  New 
York  10016,  phone  (212)  686-3110. 


WORKMEN’S  COMPENSATION 
MEDICINE 

(Concluded  from  Page  35) 

is  that  the  patient  and  doctor  are  in  collusion  to 
derive  maximum  financial  benefit  from  the  sys- 
tem. More  often  the  treating  physician  is  in  the 
same  position  as  the  insurance  company,  trying  to 
get  the  injured  employee  back  to  work  and  not 
knowing  quite  how  to  achieve  this  goal. 

As  can  be  appreciated  from  this  brief  discussion, 
injury  under  Workmen’s  Compensation  law  may 
lead  to  a complicated  set  of  circumstances  related 
primarily  to  the  inclusion  of  the  third  party.  The 
system,  although  generally  favorable,  has  its  un- 
favorable aspects,  and  much  study  is  necessary  to 
diminish  these  problems.  Physicians  undertaking 
the  treatment  of  compensation  injuries  should  seek 
for  greater  understanding  of  the  accident  process 
and  their  own  reactions  to  it.  This  aspect  of  medi- 
cine will  probably  become  more  important  with  the 
’ncrease  in  third-party  involvement  in  medicine  in 
the  general  population. 
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EDALOGY 

('Concluded  from  Page  47) 

acter.  Although  the  antigen  was  shown  by  inde- 
pendent segregation  in  families  not  to  belong  to 
the  ABA.  MXSs,  P,  Rh,  Lutheran,  secretor,  Duffy, 
Kidd,  or  Dombrock  systems,  not  to  be  X-  or  Y- 
linked,  it  has  yet  to  be  shown  to  be  genetically 
independent  of  the  versatile  Kell  system  and  of 
the  Yt  and  Diego  systems.  Therefore,  the  symbol 
UIa  is  provisional. 

. . . Furuhjelm,  U.:  Vox  Sang.  15:118,  1968 


SO  WHAT  IS  NEW? 

The  principle  of  IUD  contraception  was  evolved 
centuries  ago  when  Arab  camel  drivers,  mindful 
that  skittish  pregnant  females  could  disrupt  a 
caravan,  placed  stones  in  the  beasts’  uterus,  ac- 
cording to  Dr.  William  F.  Mengert,  Emeritus  Pro- 
fessor and  head  of  the  Department  of  Obstetrics 
and  Gynecology,  Lmiversity  of  Illinois  Medical 
Center. 
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Pertofrane,  desipramine  hydrochloride 
Indications:  For  relief  of  depression. 

Contraindications:  Do  not  use  drugs 
of  the  M.A.O.I.  class  with  Pertofrane. 
Hyperpyretic  crises  or  severe  con- 
vulsive seizures  may  occur; 
potentiation  of  adverse  effects  can  be 
serious  or  even  fatal.  When  sub- 
stituting this  drug  in  patients 
receiving  an  M.A.O.I.,  allow  an 
interval  of  at  least  7 days.  Initial 
dosage  in  such  patients  should  be 
low  and  increases  should  be  gradual 
and  cautiously  prescribed. 

Warning:  Activation  of  psychosis  may 
occasionally  be  observed  in  schizo- 
phrenic patients.  Do  not  use  in 


patients  under  12  years  old,  and  do 
not  use  in  women  who  are  or  may 
become  pregnant  unless  the  clinical 
situation  warrants  the  potential  risk. 
Precautions:  Careful  supervision 
and  protective  measures  for  poten- 
tially suicidal  patients  are  necessary. 
Discontinuation  of  therapy  or  ad- 
junctive use  of  a sedative  or 
tranquilizer  may  be  necessary  in  the 
presence  of  increased  anxiety  or 
agitation,  hypomania  or  manic  excite- 
ment. However,  phenothiazines  may 
aggravate  the  condition.  Atropine- 


like effects  may  be  more  pronounced 
(e.g.  paralytic  ileus)  in  susceptible 
patients  and  in  those  receiving  anti- 
cholinergic drugs  (including  anti- 
parkinsonism agents).  Carefully 
observe  patients  with  increased 
intraocular  pressure.  Prescribe 
cautiously  in  hyperthyroid  patients 
and  in  those  receiving  thyroid 
medications.  Cardiovascular  com- 
plications (myocardial  infarction 
and  arrhythmias)  are  potential  risks 
since  they  have  occasionally 
occurred  with  imipramine,  the  parent 


compound.  Desipramine  may 
the  pharmacologic  activity  of  I 
guanethidine  and  related  ad  re  ]_ 
neuron-blocking  agents.  Hypei 
tensive  episodes  have  been  otl 
during  surgery  in  patients  on 
desipramine  therapy. 

Before  prescribing  the  drug,  tB 
physician  should  be  thorough  F 
familiar  with  prescribing  inforrl 
with  the  literature,  with  all  advr] 
reactions,  with  the  diagnosis  a] 
management  of  depression,  ari 
the  relative  merits  of  all  measul 


You  decide  who  needs  how  mud 


(sating  the  condition, 
jverse  Reactions:  Dry  mouth, 

)instipation,  disturbed  visual  ac- 
immodation,  anorexia,  perspira- 
rn,  insomnia,  drowsiness,  dizzi- 
•ss,  headache,  nausea,  epigastric 
stress,  and  skin  rash  (including 
lotosensitization)  may  appear, 
nee  orthostatic  hypotension  has 
•.curred,  carefully  observe  patients 
quiring  concomitant  vasodilating 
erapy,  particularly  during  the 
itial  phases.  Other  adverse  re- 
gions include  tachycardia,  changes 


in  EEG  patterns,  tremor,  falling, 
mild  extrapyramidal  activity,  neuro- 
muscular incoordination,  epilepti- 
form seizures.  A confusional  state 
(with  such  symptoms  as  hallucina- 
tions and  disorientation)  occurs 
occasionally  and  may  require  re- 
duced dosage  or  discontinuance  of 
therapy.  Rarely,  transient  eosino- 
philia,  slight  elevation  in  trans- 
aminase levels,  transient  jaundice, 
or  liver  damage  have  occurred.  If 
abnormalities  occur  in  liver  function 
tests,  discontinue  drug  and  investi- 


gate. Occasional  hormonal  effects, 
particularly  decreased  libido  or  im- 
potence and  instances  of  gyneco- 
mastia, galactorrhea  and  female 
breast  enlargement  have  been  ob- 
served. Urinary  frequency  or  retention 
may  occur.  The  drug  should  be  dis- 
continued if  agranulocytosis,  bone 
marrow  depression,  jaundice,  throm- 
bocytopenia, or  purpura  occur. 
Dosage:  25  to  50  mg.  t.i.d.  The  maxi- 
mum daily  dose  is  200  mg.  Continue 
maintenance  dosage  for  at  least  2 
months  after  obtaining  satisfactory 


response.  Generally,  elderly  and 
adolescent  patients  should  be  given 
low  doses. 

Availability:  Pink  capsules  of  25  mg. 
in  bottles  of  100  and  1000. 

(B)  46-530-E 

For  complete  details,  please  see  the 
full  prescribing  information. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation  Way 
Ardsley,  New  York  10502 


PERTOFRANE 

DESIPRAMINE  HYDROCHLORIDE  Geigy 


Choose  Pertofrane  and  pick  your  tranquilizer 
of  choice.  With  this  "combination”,  control  the 
individual  drug  dosage  adjustments  that  may  be 
necessary  for  proper  therapy.  Isn’t  that  the  way  it 
ought  to  be?  Please  remember,  phenothiazine 
tranquilizers  may  aggravate  depression,  and  never 
use  Pertofrane  with  an  MAO  inhibitor. 


Ta> 


Pertofrane  can  give  rapid  antidepressant 

action  often  within  3 to  5 days. 

Levels  of  psychomotor  activity,  patient  outlook 
and  related  somatic  complaints  may  improve. 

Pertofrane  is  well  tolerated  by  most  patients 
and  adverse  reactions  are  usually  mild.  A few  serious 
side  effects  have  been  reported  infrequently. 

Consult  full  prescribing  information  before  using. 
It’s  summarized  above. 


Anxious  Depressives... 

May  require  adjunctive  use  of  tranquilizers; 
but  they  don’t  always  fit  ready-made  drug 
combinations.  Isn’t  it  better  for  you  to  decide 
who  needs  how  much  of  which  drugs? 


FIGHTS  DEPRESSION 


Th 


k&f  Ob  by  DiJillsj 


M men 


FACT  a LEGEND 


LINED  UP  NAKED 

EVERY  MONTH  FOR  INSPECTION 
TO  DETECT  CORPULENCY. 

THE  SPAWNS  WERE  SO  CONCERNED 
WITH  GOOD  PHYSIQUE  THAT  FAT 
CITIZENS  WERE  ASSIGNED 

SPECIAL  EXERCISES' 


YOUR  SECRETARY  will  burn  up 

90  FEWER  CALORIES  PER  DAY,  IF 
SHE  SWITCHES  FROM  A MANUAL  TO 
AN  ELECTRIC  TYPEWRITER. 


T^Cost  of 

AMBAR  EXTENTABS 


IS  APPROXIMATELY 
ONE-HALF  THAT  OF 
OTHER  LEADING 
APPETITE 
SUPPRESSANTS. 


AN  IMPORTANT  FACTOR 
/JV  LONG-TERM  THERAPY! 


IS  GREATEST  IN  THE  MONTHS: 
JANUARY- FEBRUARY  and  MAY- JUNE. 
OVERWEIGHT  PEOPLE 
ARE  LEAST 
INTERESTED 
IN  DIET  IN 
DECEMBER . 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOS1 


One  Ambar  Extentab  before  breakfast  can 
help  control  most  patients’  appetite  for  up 
to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety. . .helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


AMBAR  #2 

EXTENTABS 


methamphetamine  HC1  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


BRIEF  SUMMARY/Indieations:  Amba 
suppresses  appetite  and  helps  offset  emo 
tional  reactions  to  dieting.  Contraindica 
tions:  Hypersensitivity  to  barbiturates  o 
sympathomimetics;  patients  with  advancec 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau 
tion  in  the  presence  of  cardiovascular  disease  or  hypertension 
Side  Effects:  Nervousness  or  excitement  occasionally  noted 
but  usually  infrequent  at  recommended  dosages.  Slight  drows 
iness  has  been  reported  rarely.  See  package  insert  for  furthe. 
details.  a.  h.  robins  company, 

RICHMOND,  VA.  23220 
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he  Hospital  Trust  investment  managers  offer  an  extraordinary 
)mbination  of  common  sense,  experience  and  brains. 


/Ve  are  professional  investment  managers. 

Ve  are  specialists  who  deal  with  substantial  portfolios.  Ex- 
ts  who  analyze  your  holdings  and  advise  investment  changes 
it  make  good  sense.  Men  who  believe  your  money  should  per- 
m at  least  to  your  objectives. 

Vs  the  oldest  trust  company  in  New  England,  we  already  man- 
over  $1  billion  in  investments.  We  command  good,  in-depth 
earch  and  know  how  to  act  on  it  fast. 


To  this  add  the  fact  that  we  become  your  financial  secretary. 
We  safeguard  your  stocks  and  bonds  in  our  vaults.  Record  your 
transactions,  receive  and  use  your  dividends  to  best  advantage. 
And  we  watch  out  for  maturing  bonds,  and  expiring  rights  and 
warrants. 

Our  fee  is  modest  and  usually  tax-deductible. 

For  a smart  way  to  invest  your  money,  contact  the  brain  trust. 
To  arrange  a quiet  interview  call  (401)  521-6700,  Extension  362. 


~i  r 

Rhode  Island  Hospital  Trust  Company 

New  England’s  First  Trust  Company 


THE  WASHINGTON  SCENE 


A Summary  Report  Prepared  by 
the  Washington  Office  of  the  Amer- 
ican Medical  Association. 


A House  Ways  and  Means  Committee  member 
introduced  on  the  first  day  of  the  new  Congress 
a bill  that  would  provide  federal  income  tax  cred- 
its to  help  individuals  buy  private  health  insur- 
ance. 

The  legislation  (HR  19),  sponsored  by  Rep. 
Richard  Fulton  (D..  Tenn.),  was  similar  in  prin- 
cipal to  a health  insurance  financing  plan  utilizing 
tax  credits  approved  by  the  American  Medical 
Association  House  of  Delegates  at  San  Francisco 
last  June  and  reaffirmed  at  Miami  Beach  last 
December. 

Fulton  said  he  considered  his  bill  "at  least  an 
opener”  for  hearings. 

‘'Certainly  before  expanding  any  federal  pro- 
gram, I believe  it  worthwhile  to  explore  the  use  of 
the  private  sector  and  our  tax  system,”  Fulton 
said. 

The  Fulton  bill  provides  that  individuals  with 
incomes  of  $2,500  or  less  and  families  with  in- 
comes of  $5,000  or  less  would  receive  $150  vouch- 
ers from  the  federal  government  per  eligible  indi- 
vidual for  the  purchase  of  health  insurance.  The 
family  maximum  would  be  $400. 

In  the  case  of  a taxpayer  with  an  income  be- 
tween $2,500.01  and  $5,000,  or  a family  with  an 
income  between  $5,000.01  and  $7,500,  the  credit 
would  be  a 75  per  cent  per  eligible  individual  with 
a maximum  of  $400  per  family. 

In  the  case  of  a taxpayer  with  an  income  of 
S5.000.01  to  $7,500,  or  a family  with  an  income 
between  $7,500.01  and  $10,000.  the  credit  would 
be  50  percent  per  eligible  individual  with  a $400 
family  maximum. 

In  the  case  of  a taxpayer  with  an  income  exceed- 
ing $7,500.01,  or  a family  with  an  income  exceed- 
ing $10,000.01,  the  credit  would  be  25  percent. 

At  San  Francisco,  the  House  of  Delegates  adopt- 
ed as  approved  AMA  policy  “the  principle  of 
graduated  income  tax  credits  for  premiums  paid 
for  adequate  health  insurance.”  A resolution  adopt- 
ed at  Miami  Beach  called  upon  the  AMA  to  “vig- 


orously promote  the  enactment  of  federal  legisla- 
tion implementing”  the  plan. 

* * * * % 

A special  commission  on  health  facilities  con- 
cluded that  government  and  private  enterprise 
must  cooperate  to  organize  the  nation's  health  re- 
sources into  effective,  efficient  and  economical 
community  systems  of  comprehensive  health  care 
for  all  persons. 

The  National  Advisory  Commission  on  Health 
Facilities,  established  in  October,  1967,  drafted  its 
report  to  the  President  in  general  terms  and  did 
not  make  any  recommendations  for  legislation. 

James  Z.  Appel,  M.D.,  a former  president  of 
the  American  Medical  Association  and  a commis- 
sion member,  said  the  family  physician  would  be 
the  ideal  “point  of  entry”  to  a community  health 
system  but  there  are  not  enough  of  them. 

A summary  of  the  report  included: 

“America's  health  care  systems  should  combine 
private  and  public  responsibility.  Facilities  and 
systems  will  vary  from  community  to  community 
in  accordance  with  local  capacities  and  local  needs, 
but  guiding  principles  should  govern  the  effort  to 
develop  effective  and  efficient  health  care  systems: 

“1.  These  systems  should  be  organized  to  as- 
sure appropriate  points  of  entry  into  and  contin- 
uity of  health  care  services. 

"2.  Every  citizen  should  have  ready  access  to 
quality  health  care. 

■‘3.  States,  regions,  local  communities,  and  all 
health  institutions  should  carry  out  continuous 
planning. 

“4.  Both  those  who  provide  and  consume 
health  services  should  participate  in  the  decisions. 

“5.  All  levels  of  health  care  should  be  inter- 
dependent.” 

* * * * * 

A Health,  Education  and  Welfare  Department 
report  to  Congress  recommended  that  preventive 
health  care  services  not  be  added  to  medicare  bene- 
fits at  this  time.  (Continued  on  Page  66) 
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Mans  best  friencTin  wintertime  diarrheas 


In  winter  "flu"  and  viral  gastroenteritis,  Donnagel 
(4  oz.  size!)  can  bring  aid  and  comfort  to  sufferers 
from  both  diarrhea  and  its  discomforts  because  it 
contains  kaolin  and  pectin  plus  belladonna  alkaloids 
(asin  Donnatal  ).  Donnagel  treats  the  whole  diarrhea 
problem.  Available  on  your  prescription  or 

recommendation.  A H Robins  Company,  Richmond,  Va.  23220 

/HH^OBINS 


THERE’S  A 
FORMULATION 
FOR  EVERT 
COUGHING  NEED 

All  five  members  of  the  Robitussin 
family  contain  glyceryl  guaiacolate. 

This  outstanding  expectorant  agent 
increases  the  output  of  lower  respiratory 
tract  fluid  (R.T.F.)  Increased  R.T.F. 
volume  thins  mucus,  thereby  improving 
the  action  of  bronchial  and  tracheal 
cilia  and  making  thick,  inspissated 
mucus  less  viscid  and  easier  to  raise. 


For  coughs  ol  colds  and  "flu" 

ROBITUSSIN® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate  100  mg. 

Alcohol,  3.5% 

For  unproductive,  allergic  coughs 
ROBITUSSIN  A-C®  (exempt  narcotic) 


Each  5 cc.  contains: 

Glyceryl  guaiacolate  100  mg. 

Phemramine  maleate  7.5  mg. 

Codeine  phosphate 10  0 mg. 


(warning:  may  be  habit  forming) 
Alcohol,  3.5% 

Non-narcotic  tor  6-8  hour  cough  control 


ROBITUSSIN-DM® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate  100  mg. 

Dextromethorphan  hydrobromide  ....  15.0  mg 

Alcohol,  1.4% 


Robitussin-DM  in  solid  form 
lor  "coughs  on  the  go" 

COUGH  CALMERS™ 

Each  Cough  Calmer  contains: 

Glyceryl  guaiacolate  50  mg 

Dextromethorphan  hydrobromide  ..  7.5  mg 


Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 
ROBITUSSIN-PE® 

Each  5 cc.  contains: 

Glyceryl  quaiacolate  100  mg. 

Phenylephrine  hydrochloride  10.0  mg. 

Alcohol,  1.4% 


Robitussin 

Robitussin  A-C 

Robitussin-DM 

Cough  Calmers 

Robitussin-PE 

Expectorant  • 

• 

e 

• 

• 

Demulcent  • 

• 

• 

• 

• 

Cough  Suppressant 

• 

• 

• 

Antihistamine 

• 

Non-Narcotic  • 

• 

• 

• 

Long-Acting  (6-8  Hours) 

c 

• 

Nasal,  Sinus  Decongestant 

• 

PHOTO  BY  VICTOR  HAND 

A H Robins  Company,  Richmond,  Va.  23220 
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(Continued  from  Page  64) 

The  report  cited  as  reasons  for  the  negative  rec- 
ommendation: administrative  constraints,  inability 
to  estimate  costs,  limited  experience  with  auto- 
mated multi-phasic  health  screening,  and  an  inade- 
quate supply  of  health  professionals. 

The  report  was  one  of  three  requested  by  Con- 
gress last  year  and  submitted  before  the  change 
in  Administration. 

A second  report  dealt  with  coverage  of  mentally 
ill  under  medicare  but  did  not  include  any  recom- 
mendations. 

The  third  reviewed  qualifications  of  personnel 
under  current  medicare  regulations.  It  stated  that, 
because  of  an  acute  manpower  shortage  in  the  field, 
physical  therapists  should  be  considered  qualified 
if  they  could  establish  an  adequate  level  of  com- 
petency. HEW  is  developing  a proficiency  exami- 
nation. 

HEW  recommended  against  allowing  licensed 
practical  nurses  to  serve  as  nurses  responsible  for 
the  total  nursing  care  at  an  extended  care  facility. 
It  also  recommended  against  changes  in  the  regu- 
lations that  set  minimal  standards  for  independent 
laboratory  personnel. 

* * * * 

The  premium  rate  for  medicare  supplementary 
insurance  covering  physicians'  fees  (plan  B)  will 
remain  at  the  present  rate.  $4  each  for  the  indi- 
vidual beneficiary  and  the  federal  government, 
until  January  1,  1970. 

The  Johnson  Administration’s  Secretary  of 
Health,  Education  and  Welfare,  Wilbur  J.  Cohen, 
decided  against  an  increase  although  the  Social 
Security  Administration's  chief  actuary  had  ad- 
vised that  an  anticipated  rise  in  physicians’  fees 
called  for  an  increase  of  40  cents  each  for  the 
beneficiary  and  the  government. 

Cohen  again  asked  physicians  to  show  “unusual 
restraint"  in  setting  fees.  He  urged  that  physicians 
and  patients  cooperate  “in  eliminating  unnecessary 
utilization  of  physicians  services,-’  and  asked  car- 
riers and  intermediaries  to  carefully  review  claims 
during  the  next  18  months. 

* * * * * 

The  Food  and  Drug  Administration  proposed 
that  six  widely  prescribed  antibiotic  drug  combi- 
nations be  taken  off  the  market  on  grounds  that 
they  fail  to  live  up  to  their  claims  of  effectiveness. 

The  drugs  and  their  manufacturers’  Albamycin 
G.  l\,  Albamycin-T  capsules  and  granules,  and 
Panalba  capsules,  granules  and  drops — Upjohn 
Co.:  Achromycin  nasal  suspension — Lederle  La- 
boratories; Mysteclin  F capsules,  syrup  and  pedi- 
atric drops  and  Mysteclin  F-125  capsules — E.  R. 
Squibb  & Sons,  Inc. 

The  drug  companies  were  given  30  days  to  re- 
spond before  FDA  s final  action.  The  FDA  order 
could  be  appealed  to  the  courts. 
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ACHROMYCIN*  V 

TETRACYCLINE 

Contraindications:  Hypersensitivity 
to  tetracycline. 

Warning:  In  renal  impairment,  since 
liver  toxicity  is  possible,  lower 
doses  are  indicated;  during  pro- 
longed therapy  consider  serum 
level  determinations.  Photody- 
namic reaction  to  sunlight  may 
occur  in  hypersensitive  persons. 
Photosensitive  individuals  should 
avoid  exposure;  discontinue  treat- 
ment if  skin  discomfort  occurs. 

Precautions:  Nonsusceptible  organ- 
isms may  overgrow;  treat  superin- 
fection appropriately.  Tetracycline 
may  form  a stable  calcium  com- 
plex in  bone-forming  tissue  and 
may  cause  dental  staining  during 
tooth  development  (last  half  of 
pregnancy,  neonatal  period,  in- 
fancy, early  childhood). 

Side  Effects:  Gastrointestinal— 
anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin— maculo- 
papular  and  erythematous  rashes; 
exfoliative  dermatitis;  photosensi- 
tivity; onycholysis,  nail  discolora- 
tion. Kidney— dose-related  rise  in 
BUN.  Hypersensitivity  reactions— 
urticaria,  angioneurotic  edema, 
anaphylaxis.  Intracranial—  bulging 
fontanels  in  young  infants.  Teeth — 
yellow-brown  staining;  enamel  hy- 
poplasia. Blood— anemia,  thrombo- 
cytopenic purpura,  neutropenia, 
eosinophilia.  Liver— cholestasis  at 
high  dosage. 

Upon  adverse  reaction,  stop  medi- 
cation and  treat  appropriately. 


LEDERLE  LABORATORIES 

A Division  of 

American  Cyanamid  Company 
Pearl  River,  New  York  10965 
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luspected  tetracycline-sensitive  infection? 

,Vhile  waiting  for  the  results  of  the  sensitivity  test, 
itart  the  therapy  likely  to  succeed... 


dthough  of  course  it  can’t  replace  routine 
snsitivity  testing,  your  prescription  for 
iCHROM Y CIN®  V,  in  a way,  provides  the 
ltimate  test  of  therapy  under  rigorous  in  vivo 
onditions. 

Because  ACHROMYCIN®  V is  effective  in 
reating  so  many  common  infections— caused  by 
trains  of  tetracycline-sensitive  organisms— 
;oesn’t  stat  dosage  of  this  time- tested  antibiotic 
aake  good  sense? 


ACHROMYCIN  V 

TETRACYCLINE 


The  price  differential 
is  inconsequential. 


-Prescribing  Information 


The  first  400  mg.  Trocincite  tablet 
usually  relieves  discomfort 
so  promptly  that 
Diarrhea  ceases  to  be  a bother 

Trocinate  has  no  known  therapeutic  value 
other  than  relaxing  smooth  muscle  by  direct 
action  when  coming  in  contact  with  the  spas- 
tic muscle  cell.  Trocinate  has  none  of  the 
troublesome  side-effects  of  anticholinergic 
drugs.  Trocinate  relieves  the  discomfort  of 
diarrhea  by  decreasing  both  peristalsis  and 
muscle  tone.  Trocinate  is  metabolized  by  the 
body  and  eliminated  in  the  urine  as  harmless 
degradation  products.  Normal  intestinal  func- 
tion is  resumed. 

The  action  of  Trocinate  is  prompt,  making 
the  spacing  of  dosage  easy.  Often  one  or  two 
400  mg.  tablets  are  sufficient  to  control  diar- 
rhea. The  recommended  dosage  in  spasm  of 
the  G.  I.  and  G.  U.  tract  is  400  mg.  q.  4 h. 
A prescription  of  twelve  (12)  400  mg.  tablets 
will,  in  most  cases,  allow  the  patient  to  have 
a few  to  keep  in  reserve. 

Literature  and  samples  available 

WILLIAM  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 


BRAND  THIPHENAMIL  HGI 


■ 


E.  P.  Anthony,  Inc 


WILLBUR  E.  JOHNSTON,  Phar.  D. 
RAYMOND  E.  JOHNSTON,  B.S. 


178  ANGELL  STREET 
PROVIDENCE,  R.  I. 
GAspee  1-2512 

Pharmacy  License  No.  225 


HEALTH  HAVENS 

NURSING  HOME 


A Participating  Extended  Care  Facility 
In  Federal  Medicare 


Registered  Professional  Nurses  On  All  Shifts 
Dietician  Physiotherapist 

Organized  But  Open  Medical  Staff 
Ethically  Managed 

100  Wampanoag  Trail  East  Providence 
Tel.  438-4275 

JCAH  Accredited 


Curran  & Burton 

DIVISION  OF  TEXACO  INC. 

1120  Eddy  Street 
Providence,  Rhode  Island 
HOpkins  7-8050 

INDUSTRIAL  AND  WHOLESALE 
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“The  inconvenience  of  a cold” 


nTz®  Nasal  Spray  provides  rapid  relief  of 
asal  symptoms.  Relief  starts  with  the  first  spray  which 
pens  the  inferior  part  of  the  common  meatus.  A second 
Dray,  a few  minutes  later,  will  shrink  the  turbinates  to 
elp  provide  sinus  drainage  and  ventilation.  Dosage 
lay  be  repeated  every  three  or  four  hours  as  needed, 
>r  temporary  relief  of  symptoms.  nTz  is  well  tolerated 
ut  overdosage  should  be  avoided. 

nTz  Nasal  Spray  can  be  used  to 
eep  the  nasal  passages  open  during  a cold  to  help  pre- 
Dnt  development  of  acute  sinusitis  — or  to  help  prevent 
ie  acute  condition  from  becoming  chronic. 

NTz  Nasal  Spray,  plastic  squeeze  bottles  of 
3 ml.;  nTz  Nasal  Solution,  bottles  of  30  ml.  (1  fl.  oz.) 
'ith  dropper. 


NTz  is  more  than  a simple  vasoconstrictor.  It  contains 
® (brand  of  phenylephrine) 

HCI  0.5  per  cent,  the  major  component, 
virtually  synonymous  with  fast,  efficient 
but  gentle  nasal  vasoconstriction. 

® (brand  of  thenyldiamine)  HCI 
0.1  per  cent,  topical  antihistamine  for 
reduction  of  rhinorrhea,  sneezing  or 
itching.  It  combats  the  allergic  reac- 
tions that  may  occur  in  colds  or  sinusitis. 

® (brand  of  benzalkonium,  as 
chloride,  refined)  1 :5000,  antiseptic 
preservative  and  wetting  agent  to 
promote  penetration  and  spread  of 
the  formula. 

Winthrop  Laboratories,  New  York,  N.Y.  10016 


lubadub  hibadul 

His  heart  tells  him  he’s  an  invalid. 

You  know  he’s  not. 


Photograph  professionally  posed. 


Contraindications:  History  of  sensitivity  to  meprobamate. 


Important  Precautions:  Carefully  supervise  dose  and 
amounts  prescribed,  especially  for  patients  prone  to 
overdose  themselves.  Excessive  prolonged  use  has  been 
reported  to  result  in  dependence  or  habituation  in  suscep- 
tible persons,  as  alcoholics,  ex-addicts,  and  other  severe 
psychoneurotics.  After  prolonged  excessive  dosage, 
reduce  dosage  gradually  to  avoid  possibly  severe  withdrawal 
reactions.  Abrupt  discontinuance  of  excessive  doses  has 
sometimes  resulted  in  epileptiform  seizures. 

Warn  patients  of  possible  reduced  alcohol  tolerance,  with 
resultant  slowing  of  reaction  time  and  impairment  of 
judgment  and  coordination. 

Reduce  dose  if  drowsiness,  ataxia  or  visual  disturbance 
occurs;  if  persistent,  patients  should  not  operate  vehicles 
or  dangerous  machinery. 

Side  Effects  include  drowsiness,  usually  transient;  if 
persistent  and  associated  with  ataxia,  usually  responds  to 
dose  reduction;  occasionally  concomitant  CNS  stimulants 
(amphetamine,  mephentermine  sulfate)  are  desirable. 
Allergic  or  idiosyncratic  reactions  are  rare,  but  such 
reactions,  sometimes  severe,  can  develop  in  patients 
receiving  only  1 to  4 doses  who  have  had  no  previous 
contact  with  meprobamate.  Previous  history  of  allergy  may 
or  may  not  be  related  to  incidence  of  reactions.  Mild 
reactions  are  characterized  by  itchy  urticarial  or 
erythematous  maculopapular  rash,  generalized  or  confined 
to  groin.  Acute  nonthrombocytopenic  purpura  with 
cutaneous  petechiae,  ecchymoses,  peripheral  edema  and 
fever  have  been  reported.  One  fatal  case  of  bullous 
dermatitis  following  intermittent  use  of  meprobamate  with 
prednisolone  has  been  reported.  If  allergic  reaction 
occurs,  meprobamate  should  be  stopped  and  not 
reinstituted.  Severe  reactions,  observed  very  rarely,  include 
angioneurotic  edema,  bronchial  spasms,  fever,  fainting 
spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis, 


xiety  is  expected  in  the  cardiovascular  patient, 
ittle  may  even  be  desirable. 

twhen  anxiety  is  exaggerated  . . . when  it 
srferes  with  sleep  . . . when  it  aggravates 
'diovascular  symptoms,  your  help  may 
needed. 

turally,  you'll  want  to  reassure  the  patient. 

d perhaps  prescribe  Equanil  (meprobamate) 
adjunctive  therapy.  It  helps  relieve  anxiety 
d tension  specifically,  yet  gently. 

nost  15  years'  use  has  shown  that  Equanil 
usually  well  tolerated  as  well  as  effective, 
ie  effects  are  generally  limited  to  transient 
)wsiness;  serious,  therapy-interrupting 
e effects  are  rare. 


stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat 
symptomatically  as  with  epinephrine,  antihistamine  and 
possibly  hydrocortisone.  Aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis  and  hemolytic 
anemia  have  occurred  rarely,  almost  always  in  presence  of 
known  toxic  agents.  A few  cases  of  leukopenia,  usually 
transient,  have  been  reported  on  continuous  administration. 
Meprobamate  may  sometimes  precipitate  grand  mal 
attacks  in  patients  susceptible  to  both  grand  and  petit  mal. 
Extremely  large  doses  can  produce  rhythmic  fast  activity 
in  the  cortical  pattern.  Impairment  of  accommodation  and 
visual  acuity  has  been  reported  rarely.  After  excessive 
dosage  for  weeks  or  months,  withdraw  gradually  (1  or  2 
weeks)  to  avoid  recurrence  of  pretreatment  symptoms 
(insomnia,  severe  anxiety,  anorexia).  Abrupt  discontinuance 
of  excessive  doses  has  sometimes  resulted  in  vomiting, 
ataxia,  tremors,  muscle  twitching  and  epileptiform 
seizures.  Prescribe  very  cautiously  and  in  small  amounts 
for  patients  with  suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor  and  respiratory 
collapse  and  anuria.  Excessive  doses  have  resulted  in 
prompt  sleep;  reduction  of  blood  pressure,  pulse  and 
respiratory  rates  to  basal  levels;  and  occasionally 
hyperventilation.  Treat  with  immediate  gastric  lavage  and 
appropriate  symptomatic  therapy.  (CNS  stimulants  and 
pressor  amines  as  indicated.)  Doses  above  2400  mg. /day 
are  not  recommended. 

Composition:  Tablets,  200  mg.  and  400  mg.  meprobamate. 
Coated  Tablets,  WYSEALS®  EQUANIL  (meprobamate) 

400  mg.  (All  tablets  also  available  in  REDIPAK®  [strip 
pack],  Wyeth.)  Continuous-Release  Capsules, 

EQUANIL  L-A  (meprobamate)  400  mg. 

Wyeth  Laboratories  Philadelphia,  Pa. 


Equanif 

(meprobamate) 


The  two-stage 
power  of  the 
pink  pill  for 
U.R.I.  symptoms 
is  nothing  to  be 
sneezed  at. 


he  immediate  and  continuous-release 
ctions  built  into  each  Novahistine 
inglet  can  give  most  of  your  patients 
rompt  and  long-lasting  relief  from 
/mptoms  of  upper  respiratory  infection, 
icluding  fever,  aches  and  pains, 
mt  only  does  Novahistine  Singlet 
rovide  a vasoconstrictor-antihistamine 
emulation  to  reduce  congestion  and 
elp  restore  normal  ciliary  activity;  it 
so  contains  an  antipyretic-analgesic 
ampound  to  relieve  the  fever,  aches 
nd  pains  that  so  frequently  accom- 


pany upper  respiratory  infections. 

A total  daily  dosage  of  3 or  4 tablets 
will  normally  provide  the  continuous 
relief  your  patient  expects.  Use  with 
caution  in  patients  with  severe  hyper- 
tension, diabetes  mellitus,  hyperthy- 
roidism or  urinary  retention.  Caution 
ambulatory  patients  that  drowsiness 
may  result. 

Pitman- Moore  Division  of 
The  Dow  Chemical  Company, 
Indianapolis,  Indiana. 


Novahistine 

decongestant- 

analgesic 

(Each  tablet  contains:  phenylephrine  hydrochloride. 

40  mg.;  chlorpheniramine  maleate,  8 mg.; 
acetaminophen,  500  mg.) 
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high  under 
the  cuff. 


he  forgets  he  has  hypertension,  gets  hot 
under  the  collar. . .high  under  the  cuff. 

patients, consider  Regrotori 

chlorthalidone  50  mg. 
reserpineU.S.P.  0.25  mg. 

To  lower  blood  pressure 

and  allay  anxiety  in  hypertension. 

For  brief  summary  of  prescribing  infor- 
mation, see  next  page. 


RE-6392 


Regroton  Geigy 

chlorthalidone  50  mg. 
reserpine  U.S.P.  0.25  mg. 

the  once-a-day  tablet  for  anxious  hypertensives 

Regroton  is  a combination  of  two  basic 
antihypertensives  designed  to  lower  blood 
pressure  and  allay  anxiety  in  hypertension. 

With  Regroton  he  can  keep  his  shirt  on 
and  you  can  keep  his  blood  pressure  down. 

Before  prescribing,  please  review  carefully 
the  indications,  contraindications, 
warning,  precautions,  adverse  reactions 
and  dosage  information  below. 


RE-6392 


Regroton® 

Each  tablet  contains: 
chlorthalidone  50  mg. 
reserpine  U.S.P.  0.25  mg 

Indications . Hypertension 
Contraindications:  History  of  men- 
tal depression,  hypersensitivity 
and  most  cases  of  severe  renal  or 
hepatic  diseases. 

Warning:  With  the  administration 
of  enteric-coated  potassium  sup- 
plements, which  should  be  used 
only  when  adequate  dietary  sup- 
plementation is  not  practical,  the 
possibility  of  small-bowel  lesions 
(obstruction,  hemorrhage,  and 
perforation)  should  be  kept  in 
mind.  Surgery  for  these  lesions 
has  frequently  been  required  and 
deaths  have  occurred.  Discontinue 
coated  potassium-containing  for- 
mulations immediately  if  abdom- 
inal pain,  distention,  nausea, 
vomiting,  or  gastrointestinal  bleed- 
ing occur.  Discontinue  one  week 
before  electroshock  therapy,  and 
if  depression  or  peptic  ulcer 
occurs. 

Use  in  pregnancy:  Because  chlor- 
thalidone may  cross  the  placental 
barrier  and  appear  in  cord  blood 
and  thiazides  may  appear  in 
breast  milk,  this  drug  should  be 
used  with  care  in  pregnant  pa- 
tients and  nursing  mothers.  When 
used  in  women  of  childbearing 
age,  the  potential  benefits  of  the 
drug  should  be  weighed  against 
the  possible  hazards  to  the  fetus. 
Use  of  chlorthalidone  may  result  in 
fetal  or  neonatal  jaundice,  throm- 
bocytopenia, and  possibly  other 
adverse  reactions  which  have  oc- 
curred in  the  adult.  Increased 
respiratory  secretions  nasal  con- 
gestion, cyanosis  and  anorexia 
may  occur  in  infants  born  to 


reserpine-treated  mothers. 
Precautions:  Antihypertensive 
therapy  with  this  drug  should  al- 
ways be  initiated  cautiously  in 
postsympathectomy  patients  and 
in  patients  receiving  ganglionic 
blocking  agents,  other  potent  anti- 
hypertensive drugs,  or  curare. 
Reduce  dosage  of  concomitant 
antihypertensive  agents  by  at 
least  one-half.  To  avoid  hypoten- 
sion during  surgery,  discontinue 
therapy  with  this  agent  two  weeks 
prior  to  elective  surgical  proce- 
dures. In  emergency  surgery,  use, 
if  needed  anticholinergic  or 
adrenergic  drugs  or  other  sup- 
portive measures  as  indicated. 
Because  of  the  possibility  of  pro- 
gression of  renal  damage  periodic 
kidney  function  tests  are  indicated 
Discontinue  if  the  BUN  rises  or 
liver  dysfunction  is  aggravated. 
Hepatic  coma  may  be  precipitated 
Electrolyte  imbalance  sodium 
and/or  potassium  depletion  may 
occur.  If  potassium  depletion 
should  occur  during  therapy,  the 
drug  should  be  discontinued  and 
potassium  supplements  given, 
provided  the  patient  does  not 
have  marked  oliguria 
Take  particular  care  in  cirrhosis 
or  severe  ischemic  heart  disease 
and  in  patients  receiving  corti- 
costeroids. ACTH,  or  digitalis. 
Severe  salt  restriction  is  not 
recommended  Use  cautiously  in 
patients  with  ulcerative  colitis  or 
gallstones  (biliary  colic  may  be 
precipitated)  Bronchial  asthma 
may  occur  in  susceptible  patients 
Adverse  Reactions:  The  drug  is 
generally  well  tolerated  The  most 
frequent  side  effects  are  nausea, 
gastric  irritation,  vomiting,  diar- 
rhea. constipation,  muscle  cramps, 
headache,  dizziness  and  acute 


gout.  Other  potential  side  effects 
include  angina  pectoris,  anxiety, 
depression,  bradycardia  and 
ectopic  cardiac  rhythms  (espe- 
cially when  used  with  digitalis), 
drowsiness,  dull  sensorium,  hyper- 
glycemia and  glycosuria,  hyper- 
uricemia, lassitude,  restlessness, 
transient  myopia,  impotence  or 
dysuria,  orthostatic  hypotension 
which  may  be  potentiated  when 
chlorthalidone  is  combined  with 
alcohol,  barbiturates  or  narcotics, 
leukopenia,  aplastic  anemia,  skin 
rashes,  thrombocytopenia,  agranu- 
locytosis. nasal  stuffiness,  in- 
creased gastric  secretions, 
nightmare,  purpura,  urticaria, 
ecchymosis.  weakness,  uveitis, 
optic  atrophy  and  glaucoma  and 
pruritus  Eruptions  and/or  flushing 
of  the  skin,  a reversible  paralysis 
agitans-like  syndrome  blurred 
vision  conjunctival  injection, 
increased  susceptibility  to  colds, 
dyspnea,  weight  gain  decreased 
libido,  dryness  of  the  mouth, 
deafness,  anorexia,  and  pan- 
creatitis when  epigastric  pain  or 
unexplained  G I symptoms 
develop  after  prolonged  adminis- 
tration Jaundice,  xanthopsia, 
paresthesia,  photosensitization 
and  necrotizing  angiitis  are 
possible. 

Average  Dosage:  One  tablet  daily 
with  breakfast. 

Availability:  Pink  single-scored 
tablets  in  bottles  of  100  and  1000 
(B)46-600-C 

For  details,  please  see  complete 
prescribing  information. 

&V 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley.  New  York  10502 


DERMAQUIZ 

Conducted  by  FRANCESCO  RONCHESE,  M.D. 


At  left,  soft  yellowish  tumors  of  several  years’  duration.  No  pain  or  discomfort.  High  blood  cholesterol. 
At  right,  hard,  translucent,  indolent  tumors,  also  going  on  for  years. 

Answer  on  Page  107. 


Wherever  you  go, 
forget  your  telephone 
calls.  We  ll  take  them 
for  you,  day  or  night. 


MEDICAL  BUREAU 
of  the 

Providence  Medical  Association 
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DOCTORS 

sayrrah-h-h” 

No  group  of  professionals  is  more 
dedicated  or  more  deserving  of 
the  good  things  in  life  than  members 
of  the  medical  profession. 

One  of  these  amenities  is  fine 
wines  in  which  we  specialize. 

As  a matter  of  fact,  we  have  more 
than  1600  different  types  of  wines 
from  which  to  choose.  That's 
one-third  more  than  you'll  find 


The  Clinical  Diabetes  Association  of 
Rhode  Island 


“THE  CONTROL  OF  INSULIN 
SECRETION” 

David  M.  Kipnis,  M.D. 

Professor  of  Medicine,  Washington 
University,  St.  Louis,  Missouri 

Tuesday,  April  1,  1969 
8:  P.M. 

MIRIAM  HOSPITAL 
SOPKIN  AUDITORIUM 

ALL  PHYSICIANS  AND  MEDICAL 
STUDENTS  ARE  CORDIALLY  INVITED 

Supported  by  Members  of  the  R.l.  Medical 
Society,  Eli  Lilly  and  Co.,  Charles  Pfizer  and 
Co.,  and  The  Upjohn  Co. 

Page  Phone  Available 


in  any  wine  store  in  New  York. 

If  you're  not  familiar  with  the  proper 
choice  of  wine,  we'll  be  glad 
to  help  you  select  just  the  right 
vintage  for  any  occasion. 

Join,  our  Vintage  Guild. 

Membership  is  free. 

We're  specialists  in  wine  and  have 
many  doctors  as  customers.  When 
you  sip  one  of  our  fine  wines,  we 
know  you  will  say,  “Ah-h-h.” 


FDR  SALE! 

3 TALLWOOD  DRIVE 
BARRINGTON,  RHODE  ISLAND 

Beautiful  Five  Bedroom  Home 

3V2  Baths,  Large  Panelled  Family  Room 
with  raised  hearth  Fireplace,  Large  living 
room.  Sun  room.  Breakfast  room,  large 
Recreation  room.  13  rooms  plus  lots  of 
extra  space  in  dry  cellar  and  walk-up  attic. 
Two  large  bow  windows,  intercom,  loft  in 
garage,  two  zone  forced  hot  water  gas 
heat  (very  low  bills),  one  acre  lot  with 
beautiful  tall  trees  and  exclusive  neighbor- 
hood, bordering  R.  I.  Country  Club  prop- 
erty (2  sides).  View  of  Narragansett  Bay 
and  Echo  Lake.  Many  other  extras.  Built 
1960. 

Firm  $85,000  through  your  broker  or  ours. 
For  direct  negotiation,  phone  me  at  my 
home  (245-2755)  nights  or  weekends  or 
my  office,  R.  A.  DEROSIER  AGENCY,  54 
Custom  House  Street,  Providence,  Rhode 
Island  02903. 
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See  next  page  for  prescribing  information 


in  acute  otitis 


JDEOIjOMYCIN 

DEMETHYIX’HLORTETRACYCLINE 


l^ETS  (FVK 

1 J 

You’ve  made  it 
one  of  your  specilc 
in  acute  otitis  mecie 

DECLOMYCIN  acts  against  many  strains  of 
H.  influenzae,  pneumococci  and  streptococci' 
most  common  invaders.  In  otitis  media,  whei  ir 
is  difficult  to  isolate  the  causative  organism,  u 
coverage  may  be  important.  However,  somes^ 
may  be  resistant  and  other  pathogens  can  be 
involved. 

You’ve  found  the  high  serum  levels  of 
DECLOMYCIN  important,  too.  Its  prolonged  a ti 
permits  convenient  300  mg  b.i.d.  or  150  mg 
q.i.d.  administration. 

When  specimens  are  obtainable,  your  culture 
studies  will  indicate  the  usefulness  of 
DECLOMYCIN. 


Effectiveness:  DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  therapeutically  than  other  tetracyclines  in 
infections  caused  by  organisms  sensitive  to  the  tetracyclines. 

Contraindication:  History  of  hypersensitivity  to  demethylchlor- 
tetracycline. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  ac- 
cumulation and  liver  toxicity.  Under  such  conditions,  lower  than 
usual  doses  are  indicated,  and,  if  therapy  is  prolonged,  serum  level 
determinations  may  be  advisable.  A photodynamic  reaction  to  natural 
or  artificial  sunlight  has  been  observed.  Small  amounts  of  drug  and 
short  exposure  may  produce  an  exaggerated  sunburn  reaction  which 
may  range  from  erythema  to  severe  skin  manifestations.  In  a smaller 
proportion,  photoallergic  reactions  have  been  reported.  Patients 
should  avoid  direct  exposure  to  sunlight  and  discontinue  drug  at  the 
first  evidence  of  skin  discomfort.  Necessary  subsequent  courses  of 
treatment  with  tetracyclines  should  be  carefully  observed. 

Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur. 

Constant  observation  is  essential.  If  new  infections  appear,  appropri- 
ate measures  should  be  taken.  In  infants,  increased  intracranial  pres- 
sure with  bulging  fontanels  has  been  observed.  All  signs  and  symp- 
toms have  disappeared  rapidly  upon  cessation  ■'■nv'W'Ti^'TW" 
of  treatment.  V 

Side  Effects:  Gastrointestinal  system -ano-  DEMCTHYLCHLORTETRACYCLINE 


rexia,  nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  enter* 
pruritus  ani.  Skin-maculopapular  and  erythematous  rashes* 
case  of  exfoliative  dermatitis  has  been  reported.  Photosen  M 
onycholysis  and  discoloration  of  the  nails  (rare).  Kidney-  rise  i IU 
apparently  dose-related.  Transient  increase  in  urinary  output. aj» 
times  accompanied  by  thirst  (rare).  Hypersensitivity  reactions* 
caria,  angioneurotic  edema,  anaphylaxis.  Teeth  - dental  staini  (y 
low-brown)  in  children  of  mothers  given  this  drug  duringthelat  ■ 
of  pregnancy,  and  in  children  given  the  drug  during  the  neonat|p$ 
od,  infancy  and  early  childhood.  Enamel  hypoplasia  has  been  ■ 
a few  children.  If  adverse  reaction  or  idiosyncrasy  occurs,  disc* 
medication  and  institute  appropriate  therapy.  Demethylchlcleir 
cycline  may  form  a stable  calcium  complex  in  any  bone-forming* 
with  no  serious  harmful  effects  reported  thus  far  in  humans. 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  ' 
be  given  1 hour  before  or  2 hours  after  meals,  since  absorp 
impaired  by  the  concomitant  administration  of  high  calcium  c 
drugs,  foods  and  some  dairy  products.  Treatment  of  strepto] 
infections  should  continue  for  10  days,  even  though  sympto 
subsided. 

Capsules:  150  mg;  Tablets:  film  coate 
mg,  150  mg  and  75  mg  of  demethylchlol| 
cycline  HCI. 


LEOERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  New  York 
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heavenly  relief 
for  unearthly  cough 
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EXPECTORANT 


r 


ASTRO 


Each  fluidounce  contains:  80  mg. 
Benadryl®  ( diphenhydramine 
hydrochloride,  Parke-Davis); 
12  grains  ammonium  chloride; 

5 grains  sodium  citrate; 
2 grains  chloroform;  1/10  grain 
menthol;  and  5%  alcohol. 
An  antitussive  and  expectorant  for 
control  of  coughs  due  to  colds  or 
of  allergic  origin,  BENY LIN 
EXPECTORANT  is  the  leading 
cough  preparation  of  its  kind. 
BENY  LIN  EXPECTORANT 
tends  to  inhibit  cough  reflex... 
soothes  irritated  throat  membranes. 

And  its  not-too-sweet,  pleasant 
raspberry  flavor  makes  BENYLIN 
EXPECTORANT  easy  to  take. 
PRECAUTIONS:  Persons  who 
have  become  drowsy  on  this  or 
other  antihistamine-containing 
drugs,  or  whose  tolerance  is  not 
known,  should  not  drive  vehicles 
or  engage  in  other  activities  re- 
quiring keen  response  while  using 
this  preparation.  Hypnotics,  seda- 
tives, or  tranquilizers  if  used  with 
BENYLIN  EXPECTORANT 
should  be  prescribed  with  caution 
because  of  possible  additive  effect. 
Diphenhydramine  has  an  atro- 
pine-like action  which  should  be 
considered  when  prescribing 
BENYLIN  EXPECTORANT. 
ADVERSE  REACTIONS:  Side 
reactions  may  affect  the  nervous, 
gastrointestinal,  and  cardiovascu- 
lar systems.  Drowsiness,  dizziness, 
dryness  of  the  mouth,  nausea,  ner- 
vousness, palpitation,  and  blurring 
of  vision  have  been  reported.  Al- 
lergic reactions  may  occur. 
PACKAGING:  Bottles  of  4 oz., 
1 6 oz.,  and  1 gal. 
Parke,  Davis  & Company 
Detroit,  Michigan  48232 


PARKE-DAVIS 


A once-popular  treatment  for  back  pains 
was  to  have  the  seventh  son  of  a seventh  son 
stand  or  walk  on  the  patient's  back. 


For  headache,  a sovereign  remedy  was 
to  wear  a snakeskin  round  one's  head. 


The  pain  of  earache  was  allegedly  re  -v; 
by  holding  a hot  roasted  onion  to  the  e r. 


A realistic 
approach 
to  pain 
relief 


‘Empirin’ 


Compound  with  Codeine 
Phosphate  gr.  1/2  No.  3 


Each  tablet  contains: 

Codeine  Phosphate  gr.  1/2  (Warning- 
May  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 
Aspirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 


keeps  the  promise 
of  pain  relief 


'B.W.  & Co.'  narcotic  products  are 

Class  "B",  and  as  such  are  available  on  oral 

prescription,  where  State  law  permits. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  N.Y. 


Peripatetics  . . . 


New  faculty  appointments  in  the  Division  of 
Medical  Sciences  at  Brown  University  include 
PAUL  CALABRESI,  Physician  in  Chief  at  the 
Roger  Williams  General  Hospital,  Professor  of 
Medical  Sciences;  CHARLES  J.  McDONALD 
from  the  Department  of  Dermatology  also  at  Ro- 
ger Williams,  Assistant  Professor  of  Medical  Sci- 
ence; and  GARY  P.  PAPARO,  Director  of  La- 
boratories at  Memorial  Hospital  in  Pawtucket, 
Assistant  Professor  of  Pathology  (Clinical).  IR- 
VIXG  A.  BECK  has  been  appointed  a Lecturer 
of  Medical  Science.  ROBERT  CORWIN,  Assist- 
ant Physician  in  the  Department  of  Pediatrics  at 
the  Rhode  Island  Hospital,  and  MAX  BLOOM, 
Associate  Physician  in  the  Department  of  Medi- 
cine at  the  Rhode  Island  and  Physician  at  The 
Miriam  Hospital,  have  been  appointed  Clinical 
Instructors  of  Medicine.  RALPH  A.  REDDING, 
who  has  been  appointed  Instructor  in  Medical  Sci- 
ence, is  currently  a Senior  Associate  in  Research 
at  the  Rhode  Island  Hospital.  MOHAMED  KAK- 
VAN,  a Research  Assistant  in  Surgery  at  the 
Miriam  Hospital  in  Providence,  has  been  appointed 
ar,  Instructor  in  Surgery.  GEORGE  F.  MEISS- 
NER, Associate  Director-Pathologist  at  the  Rhode 
Island  Hospital,  has  been  appointed  Associate  Pro- 
fessor of  Medical  Science  in  Pathology. 

* * * 

MELVIN  D.  HOFFMAN  was  elected  Vice  Pres- 
ident of  the  American  Heart  Association  when  it 
met  in  annual  session  recently  at  Bal  Harbour, 
Florida. 

* * * 

ROBERT  V.  STEPHENS,  Research  Fellow  in 
Surgery  at  the  Rhode  Island  Hospital,  working 
with  HENRY  T.  RANDALL,  recently  presented 
at  the  annual  meeting  of  the  American  College  of 
Surgeons  in  Atlantic  City  in  October  the  results 
of  their  work  in  developing  a high-protein  liquid 
diet,  originally  developed  for  the  astronauts. 

* * * 

SEEBERT  J.  GOLDOWSKY,  Editor  of  this 
Journal,  has  been  elected  by  the  Board  of  Direc- 
tors of  the  State  Medical  Journal  Advertising  Bu- 
reau to  its  Advisory  Committee.  This  is  the  first 
time  that  New  England  has  been  represented  on 
this  Committee. 

* * * 

JOSEPH  J.  BAKER,  Superintendent  at  the 
Butler  Hospital,. serves  on  the  Council  of  the  AMA 
Department  of  Mental  Health  as  Consultant  on 
Professional  Services  and  will  be  host  to  the  quar- 
terly meeting  of  the  American  Medical  Associa- 
tion Council  on  Mental  Health  on  May  22,  23, 
and  24,  1969,  at  the  Butler  Hospital.  In  conjunc- 


tion with  the  meeting  there  will  be  a three  day 
colloquium  for  psychiatrists  and  behavioral  sci- 
entists. 

* * * 

MEND  ELL  ROBINSON  will  give  a paper  on 
‘‘Diagnosis  and  Management  of  Injuries  of  the  Os- 
sicular Chain”  at  the  sectional  meeting  of  the 
American  College  of  Surgeons  in  Boston  in  March. 
HENRY  T.  RANDALL  at  the  same  meeting  will 
moderate  a panel  on  “Urgent  Early  Problems  in 
the  Postoperative  Patients.” 

* * * 


The  Providence  Medical  Association  recently 
announced  the  election  to  active  membership  of 
the  following:  PIERRE  F.  CONZE  whose  special- 
ty is  Anesthesia;  EDWARD  W.  GROVE,  Sur- 
gery; and  RICHARD  O.  RECCHIA,  Obstetrics 
and  Gynecology. 

♦ * * 


We  have  recently  learned  that  JOSEPH  KARAS 
spent  his  past  summer  vacation  as  a volunteer  in 
“Appalachia”  participating  in  a non-sectarian 
public  health  program  under  the  auspices  of  the 
Roman  Catholic  Church.  We  note  with  pride  and 
pleasure  this  voluntary  social  action  commitment, 
one  of  a series  of  programs  noted  in  these  columns 
in  which  our  colleagues  have  been  involved. 


Attractive  8 Functional  Offices 
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Ornade 


Prompt  relief  from  nasal  congestion  and  hypersecretion  due  to  colds. 

Before  prescribing,  see  complete  prescribing  information  in  SK&F  literature  or  PDR 
Contraindications:  Glaucoma,  prostatic  hypertrophy,  stenosing  peptic  ulcer,  pyloroduodenal  or 
bladder  neck  obstruction 

Precautions:  Use  cautiously  in  the  presence  of  hypertension,  hyperthyroidism,  coronary  artery 
disease,  warn  vehicle  or  machine  operators  of  possible  drowsiness. 

Usage  in  Pregnancy  Use  in  pregnancy,  nursing  mothers  and  women  who  might  bear  children  only 
when  potential  benefits  have  been  weighed  against  possible  hazards. 

Note  The  iodine  in  isopropamide  iodide  may  alter  PBI  test  results  and  will  suppress  I13'  uptake; 
discontinue  Ornade'  one  week  before  these  tests 

Adverse  Reactions  : Drowsiness  . excessive  dryness  of  nose,  throat  or  mouth  nervousness  ; 
insomnia  Other  known  possible  adverse  reactions  of  the  individual  ingredients  nausea,  vomiting, 
diarrhea,  rash,  dizziness,  fatigue,  tightness  of  chest,  abdominal  pain,  irritability,  tachycardia, 
headache,  incoordination,  tremor,  difficulty  in  urination.  Thrombocytopenia,  leukopenia  and 
convulsions  have  been  reported 
Supplied  : Bottles  of  50  capsules 


One  capsule  q12h  for  round-the-clock  relief 


Trademark  Each  capsule  contains  8 mg  of  Teldrin15  (brand  of 
chlorpheniramine  maleate)  . 50  mg  of  phenylpropanolamine 
hydrochloride.  2 5 mg  of  isopropamide,  as  the  iodide. 


Ornade 
Spansule  capsules 


brand  of  sustained  release  capsules 


Smith  Kline  & French  Laboratories 


SK 
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the 

thousandth 

teaspoonful 

Peptic  ulcer  patients  find 
the  thousandth  dose  of 
this  antacid  as  effective 
and  easy-to-take  as  the  first! 

Optimal  neutralization1  — provided  by  the  combination  of  aluminum  and  mag- 
nesium hydroxides. 

Unfailing  good  taste  — confirmed  by  87.5%  of  104  patients  in  one  study,  after 
a total  of  20,459  documented  days  on  Mylanta  Liquid  or  tablets.2 

Concomitant  relief  of  G.  I.  gas  distress  — provided  by  the  proven  antiflatuient 
action  of  simethicone3. 

Dosage:  One  or  two  tablets  (well  chewed  or  allowed  to  dissolve  in  the  mouth);  one  or  two  teaspoonsful 
to  be  taken  between  meals  and  at  bedtime,  or  as  directed  by  physician. 

References:  1.  Merck  & Co.,  Merck  Chemical  Division:  Antacid  Literature  Survey,  Rahway,  New  Jersey. 
(MM3041 , R-1286-K  REV  463.)  2.  Danhof,  I.E.,  report  on  file.  3.  Hoon,  J.R.:  Arch.  Surg.  93:467  (Sept.)  1966. 


TEPANIL  —the  right  start  in 
support  of  the  weight-control 
program  you  recommend.  It 
reduces  the  appetite.  Doesn’t  kill  it. 
Weight  loss  is  significant— gradual— yet  there  is  a relatively 
low  incidence  of  CNS  stimulation.  Because  TEPANIL  works 
on  the  appetite,  not  on  the  "nerves." 

Contraindications:  Contraindicated  concurrently  with  MAO  inhibitors,  in  patients  hypersensitive 
to  diethylpropion  hydrochloride,  and  in  emotionally  unstable  patients  known  to  be  susceptible  tc 
drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamines,  use  great  caution  when  prescribing 
for  patients  with  severe  hypertension  or  severe  cardiovascular  disease.  Should  not  be  used  during 
the  first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 

Side  Effects:  While  rarely  causing  therapy  to  be  withdrawn,  side  effects  may  occur  occasionally; 
CNS  effects  (such  as  insomnia,  nervousness,  jitteriness),  dryness  of  mouth,  thirst,  nausea,  ab 
dominal  distress,  constipation,  headache,  allergic  response  including  urticaria  or  other  dermatitis, 
rarely  associated  with  tachycardia,  cardiac  arrhythmia  or  ECG  changes. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet  daily,  swal- 
lowed whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three  times  daily,  one| 
hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  in  midevening  to  overcome 
night  hunger. 

Use  in  children  under  12  years  of  age  is  not  recommended. 


THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSONMERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Tepanil  Ten-tab 

(diethylpropion  hydrochloride) 
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low  back  pain 
muscle  spasm  1 

l : - iM 
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PY  S 

n postmenopausal  and  geriatric  patients,  low  back 
)ain  of  unspecified  origin  may  be  symptomatic  of  the 
;arly  stages  of  osteoporosis  and  calcium  depletion, 
'reatmentwith  Calcium-Forte,  a form  of  calcium 
eadily  available  for  absorption,  may  help  to  restore  a 
positive  calcium  balance.  In  doing  so,  often  it  can 
illeviate  the  symptoms  and  help  to  arrest  the  progress 
>f  osteoporosis  by  preventing  further  skeletal  damage. 

)ne  packet  of  Calcium-Forte  contains  the  equivalent  of 
>00  mg.  elemental  calcium,  the  same  amountfound  in 
>ne-half  quart  of  milk. 

d pleasant  tasting  □ highly  concentrated 
d readily  soluble 

ndications:  As  an  adjunctive  measure  for  major  calcium 
lepletion  states,  which  require  elemental  intakes  higher  than 
lormal  dietary  supplements  can  provide,  such  as  the  initial 
tages  of  postmenopausal  and  senile  osteoporosis  and  advanced 
isteoporosis;  also  adjunctively  with  Vitamin  D for  the  treatment 
>f  mild  or  latent  hypocalcemic  tetany. 


Contraindications:  Lithiasis,  hypercalcemia,  cardiac  or 
renal  failure. 

Precautions:  If  the  patient  has  a history  of  renal  disease, 
administration  of  Effervescent  Calcium  Granules  should  be 
accompanied  by  abundant  intake  of  acidulous  liquids  such  as 
fruit  juices  to  avoid  hypercalciuria.  Should  hypercalciuria  occur, 
dosage  should  be  reduced  accordingly.  Due  consideration 
should  be  given  to  the  sodium  content  of  Effervescent  Calcium 
Granules  when  treating  patients  requiring  low  sodium  diets. 

Side  Effects:  In  high  doses  may  cause  indigestion  or  diarrhea. 
Constipation  may  occur  occasionally. 

Composition:  Each  packet  of  orange-flavored  Effervescent 
Calcium  Granules  contains  2.94  grams  of  the  double  salt  calcium 
lactate-gluconate  and  0.30  grams  of  calcium  carbonate 
(also  contains  325  milligrams  of  sodium  per  packet). 

CALCIUM-FORTE 

(Effervescent  Calcium)  Granules 

SANDOZ  PHARMACEUTICALS  . HANOVER,  N.j.  SAN  DO Z 

68-207 


It’s  almost  as  if  you  were  there  to 
give  an  injection  of  penicillin 


V-Cillin  K®,  Pediatric  dependable  oral  penicillin  therapy 

Potassium  Phenoxymethyl  Penicillin 


Description:  V-Cillin  K,  the  potassium  salt  of  V-Cillin®  (phe- 
noxymethyl penicillin,  Lilly),  combines  acid  stability  with  immedi- 
ate solubility  and  rapid  absorption.  Higher,  more  rapid  serum 
levels  are  obtained  than  with  equal  oral  doses  of  penicillin  G. 
Indications:  Streptococcus,  pneumococcus,  and  gonococcus  in- 
fections; infections  caused  by  sensitive  strains  of  staphylococci; 
prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever;  and  prevention  of  bacterial  endocarditis  after 
tonsillectomy  and  tooth  extraction  in  patients  with  a history  of 
rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  Penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  penicillin  may  cause  acute  anaphy- 
laxis which  may  prove  fatal  unless  promptly  controlled.  This  type 
of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  or  with  bronchial  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available. 
These  include  epinephrine  and  pressor  drugs  (as  well  as  oxygen 
for  inhalation)  for  immediate  allergic  manifestations  and  anti- 
histamines and  corticosteroids  for  delayed  effects. 

Precautions:  Use  cautiously,  if  at  all,  in  a patient  with  a strongly 
positive  history  of  allergy. 

In  prolonged  therapy  with  penicillin,  and  particularly  with  high 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal 
and  hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory 
studies  (including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth 
of  penicillin-insensitive  organisms.  In  such  cases,  discontinue 
administration  and  take  appropriate  measures. 


Adverse  Reactions:  Although  serious  allergic  reactions  are  much 
less  common  with  oral  penicillin  than  with  intramuscular  forms, 
manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  possesses  a sig- 
nificant index  of  sensitization.  The  following  hypersensitivity  re- 
actions have  been  reported:  skin  rashes  ranging  from  maculo- 
papular  eruptions  to  exfoliative  dermatitis;  urticaria:  and  reac- 
tions resembling  serum  sickness,  including  chills,  fever,  edema, 
arthralgia,  and  prostration.  Severe  and  often  fatal  anaphylaxis 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia, 
thrombocytopenia,  and  nephropathy  are  rarely  observed  side- 
effects  and  are  usually  associated  with  high  parenteral  dosage. 
Administration  and  Dosage:  Usual  dosage  range,  125  mg. 
(200,000  units)  three  times  a day  to  500  mg.  (800,000  units)  every 
four  hours.  For  infants,  50  mg.  per  Kg.  per  day  divided  into  three 
doses. 

See  package  literature  for  detailed  dosage  instructions  for 
prophylaxis  of  streptococcus  infections,  surgery,  gonorrhea,  and 
severe  infections. 

How  Supplied:  Tablets  V-Cillin  K®  (Potassium  Phenoxymethyl 
Penicillin  Tablets,  U.S.P.),  125  mg.  (200,000  units),  250  mg. 
(400.000  units),  and  500  mg.  (800,000  units). 

V-Cillin  K®  (potassium  phenoxymethyl  penicillin,  Lilly),  Pedi- 
atric, for  Oral  Solution,  125  mg.  (200,000  units)  and  250  mg. 
(400,000  units)  per  5 cc.  of  solution 
(approximately  one  teaspoonful).  [o«567»] 

900,3,,  Additional  information  available 

to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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2nd  Alex_  M.  Burgess  Lecture  . . . 

THE  TEACHING  HOSPITAL  AND  THE 
COMMUNITY  * 

ROBERT  H.  EBERT,  M.D.,  of  Boston,  Mass. 
Need  for  Involvement  in  Social  Dean,  Harvard  Medical  School,  Boston,  Mass. 

Problems  of  Medicine  Is  Urgent 


It  is  probably  useful  in  a discussion  of  this  sort 
to  begin  with  a definition  of  terms  in  order  to 
avoid  confusion.  Otherwise  I think  very  often  the 
speaker  has  one  set  of  definitions  and  the  audience 
has  another.  Confusion  has  its  virtues,  for  the 
speaker  may  say  what  he  thinks  and  the  audience 
may  hear  what  it  wishes  to  hear;  and  everyone 
goes  away  with  a certain  sense  of  satisfaction,  even 
though  the  subject  may  be  controversial.  But  I 
think  that  I prefer  the  more  dangerous  course  of 
telling  you  what  I mean  and  attempting  to  define 
my  terms. 

COMMUNITY  vs.  TEACHING  HOSPITAL 

I would  like  to  start  with  a definition  of  the 
community  and  the  teaching  hospital.  In  this  area 
there  is  considerable  disagreement.  But  controversy 
exists  even  in  those  hard  sciences  which  deal  with 
molecular  biology.  So  it  is  not  surprising  that  there 
should  be  sharp  differences  of  opinion  about  the 
issues  related  to  the  delivery  of  medical  care. 

There  is  so  little  data  that  many  arguments  are 
of  necessity  a matter  of  conjecture,  opinion,  or 
conviction.  I think  you  all  know  the  definition  of 
conviction:  conviction  is  what  I believe  to  be  true; 
prejudice  is  the  opinion  of  those  who  disagree  with 
me. 

I plan  to  use  the  term  “community”  in  a some- 
what different  sense  than  is  used  when  one  speaks 
of  the  community  hospital;  and  here  I must  admit 
to  a certain  amount  of  confusion  in  my  own  think- 
ing, for  I have  never  quite  been  certain  what  is 
meant  by  a community  hospital.  I don’t  quite  see, 
therefore,  why  the  municipal  hospital  or  the  coun- 
ty hospital  is  not  called  a community  hospital  since 
it,  too,  serves  a community,  albeit  a somewhat  dif- 

*Presented  at  The  Miriam  Hospital,  Providence, 

Rhode  Island,  June  12,  1967. 


erent  one.  In  using  the  word  I will  refer  for 
the  most  part  to  the  urban  community,  since  it 
contains  about  94  per  cent  of  the  population.  In- 
cluded in  this  urban  community  are  the  central 
city,  suburbia,  and  exurbia  — in  fact,  all  of  those 
diverse  parts  which  go  to  make  up  the  greater 
metropolitan  area.  When  I refer  to  particular  parts 
of  the  urban  community  I shall  attempt  to  identify 
the  local  communities. 

THE  TEACHING  HOSPITAL 

Now  let  me  look  for  a moment  at  the  teaching 
hospital.  In  the  narrowest  sense  the  teaching  hos- 
pital is  one  which  is  associated  with  a university 
and  is  used  for  the  teaching  of  medical  students. 
Historically,  there  have  been  four  types:  the  volun- 
tary hospital  which  is  affiliated  with  the  medical 
school;  the  city  or  county  hospital  used  for  teach- 
ing of  medical  students;  the  university  hospital 
which  is  owned  and  operated  by  a university  or 
by  a state  as  in  the  case  of  the  state-supported 
medical  school;  and  finally,  the  Veterans’  Admin- 
istration Hospital  affiliated  with  a medical  school. 

All  of  you  are  familiar  with  these  types,  and 
there  is  no  need  to  belabor  the  definitions.  The 
Massachusetts  General  Hospital  can  be  cited  as  an 
example  of  the  voluntary  hospital  since  it  is  a 
relatively  old  and  well-known  hospital;  for  the  city 
or  county  hospital  one  could  use  the  example  of 
Bellevue,  of  Boston  City  Hospital,  of  Cook  County 
Hospital;  of  the  university  hospitals  I would  use 
as  examples  the  University  of  Chicago,  University 
of  Washington  in  Seattle,  which  is  a state-sup- 
ported hospital,  University  of  Michigan,  which  is 
also  supported  by  the  state,  and  New  York  Uni- 
versity, which  is  a private  medical  school-sup- 
ported university  hospital;  and  then  finally  the 
V.A.  teaching  hospital,  which  is,  as  most  of  you 
(Continued  on  next  page) 
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know,  controlled  in  terms  of  its  general  staffing 
and  operation  from  the  central  office  in  Washing- 
ton. On  the  local  scene  its  policies  — within  cer- 
tain well-defined  limits  — are  set  by  a so-called 
deans’  committee,  which  represents  the  medical 
school.  This  kind  of  hospital  therefore  has  a some- 
what different  relationship  to  the  university  than 
the  other  three. 

Xow  all  of  these  teaching  hospitals  have  certain 
functions  in  common.  They  all  participate  in  the 
teaching  of  medical  students.  They  all  are  involved 
in  the  education  of  house  officers,  that  is  interns 
and  residents  as  well  as  postdoctoral  fellows,  and 
all  are  to  a greater  or  lesser  degree  involved  in 
either  clinical  research  or  more  fundamental 
research,  or  both.  All  employ  full-time  staff.  The 
proportion  of  salaried  physicians  to  non-salaried 
physicians  varies  enormously,  but  almost  without 
exception  the  chiefs  of  major  services  are  on  full- 
time status.  The  care  of  patients  is  a function  com- 
mon to  all,  but  there  is  a great  variation  in  the 
service  role  between  categories  and  even  within 
categories. 

THE  VOLUNTARY  HOSPITAL 

Let  me  examine  for  a moment  very  briefly  each 
hospital's  different  role.  First  the  voluntary  hos- 
pital, and  again  let  me  use  the  specific  example  of 
the  MGH.  It  was  especially  created  in  the  begin- 
ning of  the  19th  century  for  the  care  of  the  sick 
poor.  At  that  time  it  was  not  considered  necessary 
for  affluent  citizens  to  go  to  a hospital.  In  fact  a 
hospital  was  rather  a dangerous  place  to  be,  and 
those  who  could  afford  it  were  cared  for  at  home. 
The  hospital's  primary  reason  for  being  was  as  an 
institution  of  care  for  poor  people. 

In  more  recent  years  the  image  and  the  function 
of  the  hospital  have  certainly  changed,  but  it  is  of 
interest  that  the  MGH  did  not  take  a private  pa- 
tient until  1917,  when  the  Phillips  House  was  built. 
There  were  two  reasons  why  a private  wing  wras 
necessary.  First,  it  had  become  apparent  that  one 
could  receive  better  care  within  the  walls  of  the 
hospital  than  was  possible  at  home.  Secondly,  it 
was  more  convenient  for  the  physicians  who  served 
on  the  staff  of  the  MGH  hospital  and  who  taught 
medical  students  and  house  officers  to  centralize 
their  activities  in  the  hospital. 

The  hospital  still  has  this  rather  formal  division 
between  the  so-called  General  Hospital,  which  is 
still  the  wards,  and  the  Phillips  House,  which  is 
for  private  patients.  A third  hospital,  the  Baker 
Memorial  House,  was  started  in  the  1930’s  as  a 
response  to  needs  of  a group  of  people  who  were 
neither  dependent  upon  charity  nor  affluent  enough 
to  go  into  the  Phillips  House.  It  is  worth  noting 
that  these  patients  of  moderate  means  were  taken 
care  of  for  a certain  set  fee,  not  only  for  the  hoos- 


pital  bed.  but  also  for  the  physician's  service. 
Many  other  voluntary  hospitals  have  grown  up  in 
this  same  fashion,  but  there  are  significant  differ- 
ences today  between  teaching  hospitals  of  this  sort 
and  the  older  model.  The  more  recent  voluntary- 
hospital,  largely  based  on  the  tradition  of  private 
service,  devoted  a relatively  small  part  of  its  serv- 
ices to  those  unable  to  pay.  The  older  hospitals, 
oriented  tow-ard  the  care  of  the  indigent,  were  ac- 
customed to  using  a large  proportion  of  space  and 
facilities  for  the  teaching  of  medical  students  and 
house  staff,  giving  them  considerable  responsibility. 

THE  CITY  OR  COUNTY  HOSPITAL 

The  role  of  the  city  or  the  county  hospital  in 
the  community  is  clearly  changing,  but  historically 
their  commitment  was  to  care  primarily  for  the 
indigent  of  the  city,  who  were  not  cared  for  in  vol- 
untary hospitals.  Although  this  role  is  continuing, 
most  city  hospitals,  including  Bellevue,  the  Los 
Angeles  County  Hospital,  the  Cook  County  Hos- 
pital. and  the  Boston  City  Hospital,  have  decreased 
in  size.  This  is  because  the  number  of  people  for 
whom  they  are  responsible,  the  number  of  people 
who  are  unable  to  pay  for  care,  has  diminished. 
In  most  city  hospitals  today  a considerable  pro- 
portion of  the  patients  have  the  ability  to  pay  or 
are  insured  in  one  way  or  another  (although  in 
many  cases  these  monies  are  not  collected).  Never- 
theless, its  role  in  the  community  was  very  specific 
— care  for  the  non-paying  patient. 

It  should  be  noted  that  the  city  and  county  hos- 
pitals and  the  ward  services  of  voluntary  hospitals 
generally  dispensed  very  good  care  to  in-patients. 
On  the  other  hand,  the  patient  who  was  ambula- 
tory, the  patient  who  visited  the  out-patient  de- 
partment, or  the  patient  who  was  discharged  from 
the  hospital  often  received  care  of  rather  indiffer- 
rent  quality,  at  least  compared  to  what  it  was  with- 
in the  framework  of  the  hospital. 

THE  UNIVERSITY  HOSPITAL 

The  university  hospital  has  had  an  interesting 
genesis,  too.  Although  it  was  designed  for  teaching 
or  had  teaching  as  one  of  its  primary  purposes,  it 
came  into  being  largely  as  a private  hospital.  In 
many  cases  it  became  mostly  a referral  hospital 
for  patients  from  all  over  the  state  or.  if  private, 
a point  of  referral  from  the  surrounding  local  area. 
It  was  often  specialty-oriented,  much  less  commit- 
ted to  general  care  for  a community  than  the  city 
hospital  or  the  ordinary  voluntary  hospital. 

The  Veterans'  Administration  Hospital  also  has 
a very  specific  mission.  It  can  treat  only  those  who 
are  veterans.  It  can  care  for  cases  of  illness  or  dis- 
ability only  if  they  have  been  connected  with  serv- 
ice in  the  Armed  Forces,  or  it  can  provide  care 
for  medically  indigent  veterans.  (The  definition  of 
medical  indigency  is  fairly  loose,  and  people  are 
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cared  for  in  the  hospital  who  would  not  ordinarily 
meet  these  criteria.)  The  restrictions  placed  on 
V.A.  hospitals  mean  that  the  patient  population  is 
almost  wholly  male.  The  service  is  almost  entirely 
in-patient  with  very  little  provided  in  the  way  of 
ambulatory  services,  since  most  ambulatory  cases 
which  are  service  connected  are  not  usually  cared 
for  within  the  framework  of  the  V.A.  Hospital. 

DIFFERING  FUNCTIONS 

It  is  apparent  from  this  that  all  of  the  hospitals 
defined  as  teaching  hospitals  have  a somewhat 
different  function  and  a somewhat  different  rela- 
tionship with  the  community.  Whatever  the  com- 
mitment to  patient  care  has  been,  however,  it  has 
usually  been  of  secondary  importance  to  teaching 
and  research  in  the  eyes  of  the  full-time  staff  of 
the  teaching  hospital.  And  the  question  which  I 
s.iall  raise  later  is  one  of  priorities:  specifically, 
snould  concern  for  care  in  the  community  be  as 
important  in  these  institutions,  whatever  their 
types,  as  teaching  and  research? 

There  is  finally  another  type  of  hospital  which 
is  included  under  the  rubric,  "teaching  hospital.” 
This  is  the  non-medical  school  hospital  which  en- 
gages in  the  education  of  interns  and  residents, 
home  of  these  are  truly  teaching  hospitals  and  have 
developed  model  teaching  environments  for  the  ed- 
ucation of  house  staff.  Some  institutions,  however, 
recruited  and  used  the  house  staff  only  for  the 
provision  of  service.  In  no  sense  are  these  educa- 
tional institutions.  This  situation  has  presented 
problems  in  defining  what  is  graduate  education. 

COMMUNITY  INVOLVEMENT 

Let  me  ask  the  question:  is  there  a need  for  the 
teaching  hospital,  and  here  I refer  particularly  to 
the  university  affiliated  teaching  hospital,  to  be- 
come more  involved  in  the  affairs  of  the  community 
than  it  already  is?  It  is  evident  from  the  earlier 
discussion  that  all  teaching  hospitals  are  to  a great- 
er or  lesser  degree  involved  in  the  care  of  patients 
in  the  community,  and  all  are  certainly  a resource 
for  the  community.  The  question  really  is,  should 
they  do  more?  Are  there  problems  of  such  urgency 
that  the  teaching  hospitals  must  become  involved? 

If  one  examines  the  problems  which  confront 
medicine  today,  it  becomes  apparent  that  they  are 
indeed  urgent,  and  that  in  one  sense  they  have  been 
created  by  the  university  and  by  the  teaching  hos- 
pital. Let  me  elaborate  on  this  theme. 

EXPLOS.ON  IN  MEDICAL  KNOWLEDGE 

First  of  all,  perhaps  the  most  impressive  phe- 
nomenon has  been  the  remarkable  explosion  in 
medical  knowledge  which  has  occurred  in  the  last 
two  decades.  Doctor  Bernard  Davis,  who  is  our 
professor  of  bacteriology,  has  said  that  perhaps 
more  important  than  the  genetic  code  and  molecu- 


lar biology  is  the  discovery  during  the  past  two 
decades  that  scientific  advance  is  related  more  to 
the  investment  of  time  and  money  than  to  the 
contribution  of  a few  minds  of  extraordinary  ge- 
nius. This  is  a very  important  principle,  because 
it  does  in  fact  mean  that,  if  a nation  is  willing  to 
invest  a substantial  amount  of  money  in  biological 
research  and  development,  a great  deal  of  signifi- 
cant knowledge  will  result.  This  is,  I suppose,  the 
most  outstanding  contribution  that  has  been  made 
by  the  National  Institutes  of  Health. 

Whatever  history  will  say  about  the  contribu- 
tions of  this  period  to  medical  knowledge,  whether 
and  how  it  will  continue  to  grow,  or  whether  or 
not  it  will  reach  a plateau,  one  thing  is  certainly 
clear.  Much  of  the  knowledge  that  is  available 
today  has  been  added  since  many  people  in  this 
room  who  hold  medical  degrees  finished  their  own 
medical  training.  This  rapid  change  in  the  content 
of  medical  knowledge  has  clearly  caused  disruption 
in  the  way  in  which  we  practice  medicine. 

COMPLEXITY  OF  MEDICAL  CARE 

The  second  factor  which  I think  is  vital  is  re- 
lated to  this  first  point,  that  is,  the  increasing  com- 
plexity of  medical  care. 

In  the  19th  century  it  did  not  really  make  any 
difference  whether  or  not  a patient  was  treated  in 
the  hospital;  no  more  could  be  done  for  him  there 
than  at  home,  and  in  fact  he  was  a little  more 
likely  to  develop  an  infection  in  the  hospital.  By 
the  beginning  of  this  century  it  became  apparent 
that  one  could  do  certain  things  in  the  hospital 
that  could  not  be  done  in  the  home.  Today  the 
technology  of  the  laboratory,  the  technology  of 
diagnosis,  and  of  treatment  are  more  and  more 
difficult  to  duplicate  in  the  doctor’s  office:  and 
many  procedures  have  to  be  done  in  some  central- 
ized facility,  the  most  common  of  which  is  the  hos- 
pital. Another  question  which  we  have  just  begun 
to  approach  relates  to  the  recording  and  the  re- 
trieving of  data  about  patients,  how  one  uses  the 
information,  and  how  one  makes  it  available  to  the 
physicians  involved  in  the  care  of  the  patient. 

In  addition  there  are  available  now,  in  contrast 
to  20  or  25  years  ago,  a vast  number  of  potent, 
specific,  and  very  dangerous  drugs  — drugs  which 
must  be  used  and  can  be  used  with  great  specifi- 
city, but  which  are  also  full  of  risk  if  used  need- 
lessly. A generation  ago  if  a patient  had  menin- 
gitis it  really  made  no  practical  difference  whether 
it  was  meningococcal  meningitis,  or  pneumonococ- 
cal  meningitis,  or  tubercular  meningitis,  or  a viral 
meningitis,  because  there  was  only  one  drug.  Until 
the  introduction  of  the  sulfonamides,  there  was  no 
specific  therapy.  Today  it  is  highly  important  to 
make  a specific  diagnosis  because  there  is  a spe- 
cific treatment  for  meningococcal  meningitis,  and 
(Continued  on  next  page) 
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a specific  treatment  for  pneumonococcal  menin- 
gitis. and  a specific  treatment  for  tubercular  men- 
ingitis, and  for  certain  of  the  fungal  meningitides. 
It  is  essential  to  make  the  appropriate  diagnosis 
as  rapidly  as  possible,  not  only  to  save  the  patient 
but  also  because  treatment  with  the  wrong  drug 
or  unnecessary  treatment  could  maim  the  patient. 
This  example  could  be  applied  to  many  diseases  to 
illustrate  the  importance  of  precise  and  accurate 
diagnosis,  the  necessity  of  using  highly  potent  com- 
pounds in  a specific  way,  and  to  avoid  them  when 
they  are  not  needed. 

ADVANCES'  IN  TECHNOLOGY  OF  PATIENT  CARE 

Advances  in  the  technology  of  care  are  readily 
apparent,  especially  if  one  considers  the  kinds  of 
surgical  procedures  that  can  be  done  today.  I sup- 
pose the  example  most  commonly  used  is  open 
heart  surgery,  which  requires  a highly  skilled  team 
and  a great  deal  of  money.  It  is  the  sort  of  ex- 
tremely technical  procedure  that  demands  central- 
ization of  certain  kinds  of  resources  in  the  hospi- 
tal; and  it  also  becomes  apparent  that  to  do  this 
on  a scale  that  is  too  small  not  only  is  extravagant, 
but  also  is  probably  not  very  good  medical  prac- 
tice, because  unless  a cardiac  surgeon  is  doing  this 
kind  of  procedure  several  times  a week  his  skill  is 
not  as  great  as  it  should  be. 

Finally,  one  could  cite  the  example  of  the  in- 
tensive care  units,  specifically  units  designed  for 
the  care  of  patients  with  coronary  artery  disease. 
It  has  been  clearly  demonstrated  that  units  which 
are  designed  to  monitor  patients  who  have  re- 
cently had  myocardial  infarction  and  which  enable 
the  unit  to  detect  changes  of  rhythm  undoubtedly 
save  lives.  These  are  just  the  beginnings  of  tech- 
nological changes  which  are  going  to  occur  within 
the  framework  of  medicine. 

INCREASE  IN  SPECIALIZATION 

The  third  force  which  has  changed  the  practice 
of  medicine  significantly  is  the  increase  in  special- 
ization. Very  often  we  are  told  that  the  practice 
of  medicine  has  suffered  because  too  many  people 
have  become  specialists.  I think  this  is  blaming  a 
symptom  rather  than  a cause.  Specialization  has 
developed  because  of  the  complexity  of  knowledge, 
the  diagnostic  problems  related  to  medicine,  and 
the  complexity  of  care.  It  is  simply  a response  to 
changes  rather  than  some  plot  to  do  away  with 
the  general  physician.  In  spite  of  exhortations  from 
medical  schools  for  graduates  to  go  into  the  gen- 
eral practice  of  medicine  or  to  become  primary 
physicians,  fewer  and  fewer  doctors  today  are  in 
fact  choosing  general  practice  — an  estimated  85 
per  cent  of  today's  graduates  go  into  specialized 
training.  The  result  is  a progressive  decrease  in  the 
number  of  general  practitioners  in  this  country. 

The  distribution  of  them  is  also  a very  different 


one  than  the  distribution  of  other  physicians.  By 
and  large  they  are  an  older  group  who  are  more 
likely  to  be  found  in  the  rural  areas  than  in  the 
urban  areas.  They  are  not  being  replaced  as  they 
retire  or  die.  Even  though  the  Millis  Report  — 
and  many  other  concerned  people  — have  said  they 
should  be  re-established,  it  is  a fact  that  residency 
programs  designed  to  give  the  general  practitioner 
more  prestige  have  not  been  very  successful. 

LOSS  OF  GENERAL  PRACTITIONER 

The  loss  of  the  general  practitioner  has  been 
responsible,  perhaps  to  a significant  degree,  for  the 
fragmentation  of  care  which  has  occurred.  This 
has  been  particularly  true  in  the  central  city,  espe- 
cially those  parts  known  as  the  ghetto.  Because 
fewer  and  fewer  physicians  actually  practice  in 
this  area,  the  urban  hospital,  usually  the  large  city 
hospital  or  the  large  voluntary  hospital,  has  be- 
come the  family  physician,  and  the  emergency 
room  the  office  of  the  physician.  But  the  urban 
hospital  was  never  designed  for  this,  and  certainly 
the  emergency  room  was  never  meant  to  fulfill  such 
a role.  So  the  situation  has  not  been  satisfactory. 

INCREASING  COST  OF  MEDICAL  CARE 

A fifth  point  that  I would  like  to  make,  or  a 
fifth  problem  if  you  like,  is  the  increasing  cost  of 
medical  care,  especially  of  hospital  care.  These 
costs  have  accelerated  at  a rate  far  greater  than 
any  other  service  provided  in  this  country.  And 
there  is  no  leveling  off  in  sight.  It  is  fair  to  say 
that  within  a relatively  few  years  a bed  in  one  of 
the  major  teaching  hospitals  will  cost  $100  a day. 

There  are  many  reasons  for  this  increase,  but 
one  factor  which  has  played  an  important  role  is 
the  way  in  which  patients  are  insured.  For  the  most 
part,  insurance  provided  for  patients  is  directed  to- 
ward hospitalization  rather  than  out-patient  care. 
Therefore,  there  is  a tendency  to  rely  heavily  on 
hospitalization,  which  is  the  most  expensive  kind 
of  care. 

Because  of  the  ways  hospitals  are  now  used,  it  is 
not  possible  to  determine  whether  we  have  too 
many  or  too  few  hospitals  in  this  country.  Average 
utilization  is  about  1100  hospital  days  for  each 
1000  people.  But  if  insurance  should  be  provided 
to  cover  all  of  care,  not  just  hospitalization,  this 
utilization  figure  may  well  be  reduced  to  700.  If 
this  should  be  the  case,  it  is  possible  that  we  have 
considerably  more  hospital  beds  than  we  need. 
Moreover,  this  would  also  indicate  an  area  where 
savings  might  be  realized;  for  75  per  cent  of  hos- 
pital costs  represent  salaries,  and  it  is  inevitable 
that  these  will  continue  to  increase. 

BREAKDOWN  IN  SYSTEM  OF  CARE 

Now  if  one  is  to  look  objectively  at  the  system 
of  care  provided  in  this  country,  I think  it  is  ap- 
parent that  it  is  beginning  to  creak  and  to  break 
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down,  for  reasons  that  the  premises  on  which  it 
was  built  are  longer  true.  The  first  of  these  was 
that  everyone  has  or  should  have  a family  physi- 
cian. It  should  be  noted  that  this  ‘‘everyone”  re- 
ferred to  those  who  could  afford  to  pay  a private 
physician,  for  implicit  in  this  premise  was  the  as- 
sumption that  the  poor  would  be  cared  for  in  the 
charity  clinics  or  hospitals  or  wards. 

The  second  premise  was  that  all  primary  care, 
whether  home  care,  office  care,  or  hospital  care, 
would  be  provided  by  the  family  physician;  and 
the  specialist  would  be  a consultant,  called  upon 
to  provide  help  for  the  family  physician  in  those 
difficult  cases  which  required  his  particular  talents. 
The  consultant  was  supposed  to  communicate  with 
the  family  physician  and  not  directly  with  the 
patient. 

The  third  premise  was  that  the  hospital  was  es- 
sentially a convenience  for  the  physician,  provid- 
ing him  with  a central  focus  for  his  more  difficult 
activities  and  offering  certain  services  which  were 
not  available  outside  the  hospital.  Implicit  in  this 
premise  was  the  assumption  that  the  physician 
controlled  the  hospital,  and  whatever  he  needed 
would  be  provided  by  the  hospital  without  refer- 
ence to  other  resources  available  in  the  community. 
This  was  important,  because  at  the  time  this  pre- 
mise was  in  operation  the  kinds  of  things  he  needed 
were  not  terribly  expensive. 

The  further  assumption  was  and  is  that  the  two 
components  of  hospital  care  — namely  the  cost  of 
hospital  care  and  the  cost  of  physicians’  services  — 
are  entirely  separate. 

The  fifth  assumption  was  that  fee-for-service  is 
not  only  the  most  acceptable  form  of  payment,  but 
somehow  or  other  has  certain  special  virtues  for 
the  patient.  The  psychiatrist  has  verbalized  this  by 
stating  that  the  patient  fails  to  gain  the  full  ben- 
efit of  treatment  unless  he  pays  for  each  visit. 

These  are  the  assumptions  upon  which  our  sys- 
tem of  medical  care  is  based.  The  state  of  health 
of  this  system  has  been  caricatured  by  calling  it 
“no  system”  of  medical  care. 

VALIDITY  OF  PREMISES  QUESTIONED 

Let  me  examine  the  validity  of  these  assumptions 
in  the  light  of  what  has  happened  to  medicine  in 
the  last  two  to  three  decades.  Now  it  is  perfectly 
apparent  that  the  general  practitioner  who  was  the 
original  family  physician  is  disappearing.  Despite 
efforts  to  revive  him,  it  is  unlikely  that  many  will 
be  recruited  to  the  ranks,  until  at  least  a redefini- 
tion of  his  function  is  made.  Many  families  have 
no  family  physician,  even  though  they  can  afford 
his  services.  In  fact,  the  more  affluent  the  patient 
the  less  likely  he  is  to  seek  the  services  of  a single 
doctor  for  the  entire  family. 

Secondly,  the  specialist,  particularly  the  internist, 
the  pediatrician,  the  obstetrician,  and  the  gynecolo- 


gist, is  no  longer  only  a consultant;  in  fact,  he  may 
not  be  a consultant  at  all  for  a good  part  of  the 
time,  but  is  often  the  provider  of  primary  care. 
Even  the  subspecialists,  such  as  dermatologist  and 
ophthalmologist,  are  likely  to  see  patients  without 
referral  from  other  physicians. 

Thirdly,  the  hospital  is  now  far  too  complex  and 
expensive  an  institution  to  be  considered  simply  a 
convenience  for  the  physician. 

Fourthly,  it  is  becoming  increasingly  difficult  to 
separate  the  cost  of  hospitalization  from  the  cost 
of  certain  kinds  of  professional  services,  particu- 
larly those  having  to  do  with  services  to  physicians. 
(One  could  cite,  for  example,  radiology,  pathology, 
the  use  of  radioisotopes  and  the  like.)  Finally,  no 
one  has  demonstrated  objectively  that  there  is  some 
inherent  virtue  in  a fee-for-service  system  of  pay- 
ment, at  least  from  the  point  of  view  of  the  patient. 

Now,  despite  the  fact  that  these  premises  upon 
which  our  medical  care  is  based  are  open  to  ques- 
tion, there  is  an  enormous  reluctance  to  admit  to 
the  fact  that  our  system  has  become  increasingly 
expensive  and  fragmented.  The  recommended  solu- 
tions reflect  a nostalgia  for  what  is  past  rather 
than  what  is  reasonable  for  the  future. 

I have  often  felt  that  what  the  public  really 
wants  is  a kindly  old  family  physician  who  will 
visit  them  at  home,  preferably  with  a horse  and 
buggy,  but  who  also  does  a little  neurosurgery,  psy- 
chiatry, and  cardiac  surgery  on  the  side.  But  that 
is  a difficult  thing  to  come  by  these  days.  It  is 
because  of  the  fact  that  very  substantial  problems 
have  been  created  by  the  increasing  complexity  of 
medicine  that  I believe  the  teaching  hospital  must 
become  more  involved  in  the  community  and  in 
the  problems  of  the  community. 

CHARGE  OF  REMOTENESS 

It  is  popular  these  days  to  say  that  the  teaching 
hospital  has  become  remote  from  the  community 
and  should  re-establish  contact.  I must  admit  that 
I never  was  quite  sure  what  is  meant  by  the  state- 
ment, since  the  teaching  hospital  must  inevitably 
deal  with  some  portion  of  the  community,  even  if 
it  is  on  a referral  basis;  and  I doubt  that  its  rela- 
tionship was  ever  very  much  more  intimate  than  it 
is  now.  The  problem  is  perhaps  not  that  it  has 
become  remote,  but  that  it  is  simply  doing  the 
same  things  that  it  always  has  done,  which  may 
not  be  very  satisfactory  in  the  light  of  present 
realities.  The  charge  of  remoteness  is  sometimes 
made  by  physicians,  and  I think  that  what  this 
means  is  that  perhaps  teaching  hospitals  have  be- 
come too  remote  from  a physician  in  private  prac- 
tice. At  other  times  I think  what  is  meant  is  that 
perhaps  the  teaching  hospital  is  remote  from  the 
problems  of  a particular  local  community,  especi- 
ally in  the  central  city. 

(Continued  on  next  page) 
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I.  too.  happen  to  believe  that  the  teaching  hos- 
pital is  too  remote  from  the  problems  of  the  com- 
munity, but  I suspect  that  my  definition  of  de- 
tachment is  somewhat  different  from  that  of  many 
others.  I feel  that  the  teaching  hospital  should  in- 
volve itself  actively  in  a re-examination  of  our 
system  of  medical  care.  It  should  redefine  the 
premises  under  which  we  operate,  and  it  should 
develop  some  new  models  for  care.  All  of  this 
should  be  done  in  collaboration  with  the  universi- 
ties. 

RE-EXAMINATION  OF  GOALS 

The  teaching  hospital  is  a unique  institution  pe- 
culiarly suited  to  this  role,  for  on  the  one  hand  it 
relates  directly  to  the  university  and  on  the  other 
it  is  directly  concerned  with  community  action.  The 
university  can  provide  the  intellectual  resource  for 
the  enterprise,  but  not  the  action.  The  primary 
role  of  the  university  is  education,  but  an  equally 
important  function  is  inquiry.  It  seems  to  me  that 
the  university  can  be  eclectic  in  this  inquiry  and 
can  look  at  the  social  system  or  the  medical  sys- 
tem with  the  same  detachment  as  it  examines 
physical  or  biological  phenomena.  It  is  not  equipped 
to  act,  howrever,  at  least  directly. 

The  non-teaching  hospital  represents  the  opposite 
end  of  the  spectrum.  It  is  an  action-oriented  insti- 
tution. poorly  equipped  to  re-examine  its  goals. 
The  teaching  hospital  should  bridge  this  gap,  for  it 
relates  both  to  the  university  and  to  the  commu- 
nity. It  has  demonstrated  its  capacity  to  form  this 
bridge  in  the  medical  sciences,  in  the  biological 
sciences,  and  nowT  it  seems  to  me  it  must  do  the 
same  thing  in  the  social  sciences. 

What  specifically  can  it  do?  Together  with  the 
university,  and  with  the  cooperation  of  the  non- 
teaching hospital  or  the  non-university  teaching 
hospital,  it  can  catalogue  the  resources  of  the  com- 
munity and  it  can  identify  where  there  are  gaps 
and  where  there  is  extravagant  duplication  of  fa- 
cilities and  resources.  In  a similar  manner  it  can 
examine  howT  different  segments  of  the  community 
receive  their  medical  care.  It  is  well  to  remember 
in  this  connection  that  not  all  segments  do  receive 
it  in  the  same  way,  or  ever  did,  and  that  even 
now  we  operate  under  a number  of  different  kinds 
of  systems.  Few  urban  hospitals  know  specifically 
what  part  of  the  community  they  actually  serve. 
In  a recent  study.  Doctor  Victor  Sidel  examined 
the  distribution  of  the  patients  served  by  the  MGH 
and  found  the  results  difficult  to  explain  simply 
on  the  grounds  of  proximity  and  convenience. 

DEVELOPMENT  OF  MODELS  FOR  POPULATION 
CARE 

Having  examined  how  a population  receives 
care,  the  teaching  hospital  can  develop  more  ef- 
ficient and  effective  models.  It  can,  for  example, 


assume  the  total  medical  care  responsibility  for  a 
segment  of  the  population,  either  geographically 
defined  or  recruited  into  a prepaid  system  of  com- 
prehensive care.  This  could  provide  the  framework 
for  certain  kinds  of  studies  w'hich  are  essential  if 
we  are  to  use  the  manpower  resources  we  possess 
in  a rational  manner  and  to  plan  effectively  for 
future  manpower  needs. 

One  of  the  most  difficult  tasks  is  the  definition 
of  categories  of  manpower,  and  how  many  people 
may  be  needed  in  each.  One  method  is  to  take  the 
number  we  have  and  project  it  in  proportion  to 
estimated  population  increases.  But  that  is  not 
really  very  satisfactory,  because  we  do  not  know- 
how these  people  are  going  to  be  used.  We  know 
howr  they  are  used  today,  how  many  nurses  are 
asked  for  by  hospitals,  and  how  many  communities 
request  doctors.  This  does  not  necessarily  mean, 
how-ever,  that  either  of  these  groups  is  being  used 
as  effectively  as  it  might  be.  It  seems  to  me  that 
it  should  be  possible  to  define  the  most  efficient 
groupings  of  physicians,  nurses,  social  w-orkers,  and 
other  health  professionals  and  sub-professionals  to 
provide  care,  particularly  ambulatory  care,  for  a 
defined  population. 

EFFECTIVE  USE  OF  THE  PHYSICIAN 

One  of  the  major  problems  is  the  effective  use 
of  the  physician.  It  is  wasteful  for  the  physician 
to  perform  tasks  which  someone  with  less  training 
can  do  equally  well.  This  is  not  a new  concept,  for 
nurses  and  technicians  have  assumed  considerable 
responsibility  within  the  hospital.  The  principle  of 
the  delegation  of  function  needs  to  be  extended 
further,  however,  particularly  at  the  level  of  ambu- 
latory care.  Medicine  needs  to  experiment  much 
more  than  it  has  with  physician’s  assistants.  Here 
I do  not  mean  a new  type  of  professional  but 
rather  the  variety  of  medical  personnel  who  now- 
assist  the  physician  in  one  way  or  another. 

Closely  related  to  the  problem  of  using  members 
of  the  health  professions  more  effectively  is  their 
education.  In  recent  years  there  has  been  a trend 
away  from  the  so-called  hospital  schools,  particu- 
larly the  hospital  schools  of  nursing.  It  is  the 
opinion  of  educators  in  the  various  health  profes- 
sions that  education  is  the  business  of  the  colleges 
and  universities  and  not  of  hospitals,  and  they 
state  further  that  hospitals  have  used  ‘‘education” 
as  a means  of  exploiting  health  professionals,  par- 
ticularly nurses.  There  is  justification  for  these 
views.  Many  hospital  schools  of  nursing  were  in- 
ferior as  educational  institutions  and  did  in  fact 
use  the  nurse  in  training  as  cheap  labor.  Neverthe- 
less, the  pendulum  has  swung  too  far  away  from 
the  teaching  hospital,  for  the  hospital  environment 
is  as  essential  to  the  training  of  nurses  and  other 
health  professionals  as  it  is  for  doctors.  If  health 
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professionals  of  all  types  are  to  work  together  after 
they  finish  training,  they  must  work  together  while 
in  training,  and  the  best  environment  for  this  is 
the  teaching  hospital.  One  would  hope  that  liaison 
between  teaching  hospitals  and  colleges  involved 
in  training  all  types  of  health  professionals  will 
become  as  close  as  the  relationship  between  teach- 
ing hospitals  and  medical  schools.  Unless  this  oc- 
curs, it  will  be  difficult  to  create  new  patterns  of 
care  based  in  the  teaching  hospital  but  extending 
to  the  community. 

CONTINUING  EDUCATION 

There  are  two  other  roles  which  the  teaching 
hospital  must  play  if  it  is  to  have  an  important 
synthesizing  effect  on  the  medical  care  in  the  com- 
munity. One  is  as  a center  for  continuing  educa- 
tion of  physicians  in  the  community,  and  the  other 
is  as  the  focus  for  regionalization  of  medical  re- 
sources. The  two  roles  are  closely  related. 

If  continuing  education  is  ever  to  be  a success, 
its  scope  must  be  extended  beyond  refresher  courses 
and  clinics,  excellent  as  they  may  be.  It  must  in- 
volve the  physician  at  the  level  of  his  practice, 
and  the  logical  focus  is  in  the  community  hospital 
where  he  works.  The  problems  which  he  faces  in 
his  own  practice  should  provide  the  educational 
material,  and  he  should  actively  participate  in  the 
educational  process  by  a presentation  of  his  own 
cases  and  by  reviewing  the  literature  and  defending 
his  views  in  discussion  with  the  local  experts  and 
specialists  from  the  universities.  A particular  in- 
gredient which  more  than  any  other  helps  to  cre- 
ate the  teaching  environment  is  a free  and  critical 
approach  to  all  medical  problems,  and  there  is 
nothing  which  prevents  the  community  hospital 
from  adopting  this  approach. 

FOCUS  OF  REGIONALIZATION  OF  RESOURCES 

Not  even  the  great  teaching  hospital  can  be 
equally  expert  in  everything,  and  certainly  the 
smaller  general  hospital  cannot  expect  to  provide 
all  of  the  medical  services  required  by  the  patient 
population  it  serves.  This  difficulty  is  tacitly  recog- 
nized, but  more  formal  relationships  between  hos- 
pitals will  Le  needed  in  the  future  so  that  each 
may  complement  the  other.  Interdependence  will 
not  only  prevent  some  of  the  costly  duplication  of 
resources,  but  will  provide  a far  better  framework 
than  we  have  today  for  continuing  education. 

I have  made  the  point  that  both  the  teaching 
hospital  and  the  community  hospital  are  involved 
with  the  community  in  one  way  or  another,  but 
both  types  have  become  involved  on  their  own 
terms  and  have  responded  little  to  demands  from 
particular  local  communities.  This  is  not  surprising, 
for  there  is  no  simple  mechanism  for  reacting  to 
the  local  community;  and  few  organizations  exist 
to  speak  for  a particular  community’s  health  needs. 


COMMUNITY  HEALTH  CENTER 

Partly  as  a result  of  the  civil  rights  movement, 
partly  because  of  the  poverty  program,  and  partly 
because  of  the  leadership  of  a few  physicians,  a 
new  form  of  medical  organization  has  been  created 
to  serve  the  needs  of  certain  deprived  groups  in  our 
cities.  This  is  the  “community  health  center.”  It 
is  an  interesting  phenomenon  because  it  did  not 
grow  out  of  the  teaching  hospital  or  the  community 
hospital,  and  it  is  not  entirely  the  creature  of  the 
medical  profession.  The  purpose  of  the  community 
health  center  is  to  provide  a portal  of  entry  for 
a defined  population  into  a total  health  care  sys- 
tem. The  emphasis  has  been  on  primary  care  and 
preventive  care.  A part  of  its  mission  has  been  to 
seek  out  those  not  now  receiving  medical  care,  an 
attitude  which  is  quite  opposite  to  the  usual  phi- 
losophy, by  which  the  community  provides  the 
health  facilities  but  it  is  the  individual  patient’s 
responsibility  to  seek  them  out. 

Another  unique  feature  is  the  active  involve- 
ment of  community  organizations  in  the  creation 
and  operation  of  such  centers.  It  is  this  last  con- 
cept which  is  most  difficult  for  the  teaching  hos- 
pital to  accept,  for  it  is  accustomed  to  defining  its 
own  goals  without  the  involvement  of  the  com- 
munity. Even  the  community  hospital  gives  only 
token  response  to  demands  from  particular  local 
groups. 

In  the  past  hospitals  have  created  satellite  clin- 
ics, usually  to  meet  categorical  health  needs  in  the 
community.  The  chest  clinics,  or  T.B.  clinics,  were 
popular  in  the  past;  more  recently,  clinics  have 
been  created  to  deal  with  the  problems  of  maternal 
and  child  health.  These  differed  from  the  com- 
munity health  centers  in  several  important  ways. 
They  were  not  directed  toward  the  provision  of 
total  health  needs  of  families  of  a particular  com- 
munity; they  did  not  have  any  organized  participa- 
tion by  the  community  to  be  served  in  their  cre- 
ation or  operation;  and  they  were  satellites  of  hos- 
pitals, or  in  some  instances  of  health  departments. 

SUPPORT  OF  HOScITALS  NEEDED 

Count  Gibson,  who  is  the  head  of  the  Depart- 
ment of  Preventive  Medicine  at  Tufts  University 
School  of  Medicine,  and  who  developed  Columbia 
Point,  which  is,  I suppose,  the  best  known  com- 
munity health  center,  likes  to  say  that  the  hospitals 
in  Boston  are  satellites  of  his  center.  Teaching  hos- 
pitals in  Boston  are  unlikely  to  accept  this  new 
designation,  or  at  least  if  they  do  so  it  will  be  with 
some  reluctance.  But  I think  the  point  which  Doc- 
tor Gibson  is  attempting  to  make  is  an  important 
one.  He  is  saying  that  a unit  organized  to  provide 
primary  care  for  patients  in  a community  is  just 
as  important  as  one  designed  to  provide  care  for 
(Concluded  on  Page  93) 
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BITS  AND  PIECES  OF  MEDICINE* 


Better  Organized  Medical  Care 
Means  Happier  Patients  and  Less 
Hectic  Lives  for  Physicians 

At  this  25th  Anniversary  Meeting  of  the  New 
England  Postgraduate  Assembly  you  have  had  a 
busy  few  days  looking  back  over  25  years  of  his- 
tory. You  have,  I hope,  been  looking  forward 
some  25  years  also. 

I shall  talk  about  what  is  titled  on  the  program 
as  “Bits  and  Pieces.’’  I shall  describe  some  of  the 
things  that  I think  are  going  on  in  medicine  today. 
I begin  with  the  firm  premise  that  the  most  vital 
point  of  contact  in  medical  affairs  is  between  the 
patient  and  his  or  her  doctor. 

This  is  something  that  is  so  essential  that  we 
ought  to  open  most  of  our  discussions  of  medical 
care  with  this  single  point.  I'm  often  amused  when 
people  are  worried  about  the  computer  coming  be- 
tween the  doctor  and  patient,  or  the  federal  gov- 
ernment, or  group  practice,  or  pre-payment.  No- 
body or  no  thing  can  interfere  with  the  real  pa- 
tient-physician relationship.  That  is  where  the  vital 
point  of  contact  is. 

It  is  interesting  that  this  is  still  true  despite  the 
vast  changes  that  have  come  to  medicine  in  the 
quarter  of  a century  since  the  Postgraduate  As- 
sembly has  been  in  existence.  I should  like  to  re- 
mind you,  to  begin  with,  that  medicine  in  this 
country  began  as  a pioneer  effort.  No  upstanding 
man  thought  about  relying  upon  anybody  except 
himself  and  his  family.  Perhaps  a neighborhood 
lady  might  come  in  when  his  wife  was  in  labor; 
or  somebody  might  run  to  get  a doctor,  if  there 
was  one,  or  come  in  if  somebody  was  dreadfully 
sick.  But  it  never  occurred  to  him  that  it  was  any- 
body's responsibility  but  his  own.  Nor  did  it  ever 
occur  to  the  pioneer  doctor  that  there  was  anybody 
wTio  should  help  him.  He  didn’t  have  a nurse.  He 
had  that  lady  who  would  provide  some  boiling 
water  when  he  was  delivering  the  patient  on  the 
kitchen  table;  but  he  certainly  was  not  used  to 
working  with  others  trained  to  help  him.  It  was 
entirely  a private  enterprise;  and  I remind  you 
that,  despite  the  great  changes  that  have  come  to 
the  practice  of  medicine  in  this  country,  it  is  still 
mainly  a private  enterprise. 


‘Read  at  the  25th  Annual  New  England  Postgraduate 
Assembly  at  Boston,  Massachusetts,  November  8, 
1968. 


LEONA  BAUMGARTNER,  M.D.,  of  Boston, 
Mass.  Visiting  Professor  of  Social  Medicine, 
Harvard  Medical  School;  Executive  Director  of 
the  Medical  Care  and  Education  Foundation. 


Since  Government  purchases  medical  care  from 
the  private  sector,  many  people  are  worried  about 
interference  by  the  Government  in  medical  affairs. 
It  is  true  that  in  some  areas  Government  pays  out 
tax  monies  for  as  much  as  50  per  cent  of  the  care 
that  is  delivered.  In  most  places,  however,  this 
high  percentage  does  not  apply;  the  national  av- 
erage is  much  smaller.  But  I remind  you,  never- 
theless, that  tax  money  is  purchasing  care  from 
the  private  entrepreneur,  or  from  groups  of  pri- 
vate entrepreneurs.  Government  itself  operates 
relatively  few  facilities.  It  purchases  most  of  its 
medical  care  just  as  it  does  automobiles  and  other 
goods  and  services.  There  is  one  difference,  how- 
ever, it  doesn’t  make  the  kinds  of  stipulations  it 
makes,  for  example,  about  the  kind  of  cars  it  buys. 
While  it  makes  some  stipulations  about  medical 
care,  they  are  far  fewer. 

What  is  the  character  of  this  private  sector  that 
furnishes  the  medical  care  in  this  country,  and 
what  are  the  forces  that  are  making  change  inevit- 
able and  that  have  propelled  us  into  change  al- 
ready? I have  discovered  since  I came  to  Harvard 
that  it’s  helpful  to  have  professors  around — they 
sometimes  have  big  blackboards.  But,  I can  illus- 
trate my  point  without  a blackboard.  John  T. 
Dunlop,  an  economist  at  Harvard  University,  has 
been  looking  rather  carefully  at  medical  affairs. 
I credit  him  with  what  I am  going  to  do.  I shall 
step  up  to  an  imaginary  blackboard  and  draw 
three  squares.  I shall  write  at  the  top  of  the  black- 
board ‘‘Economics  of  a Free  Enterprise  System.” 
The  first  square  represents  the  consumers,  the  cus- 
tomers, the  families,  or  whatever  the  businessman 
may  call  them — i.e.,  the  targets.  The  second  square 
depicts  the  entrepreneurs — the  manufacturers,  mid- 
dlemen, salesmen,  wholesalers,  and  retailers.  In 
the  third  square  is  a series  of  institutions  that  help 
the  private  entrepreneurs.  Among  them  are  the 
banks,  the  taxing  authorities  and  a variety  of 
other  agencies.  This  is  termed  in  economics  the 
private  enterprise  system.  Professor  Dunlop  pro- 
ceeds to  analyze  the  interchange  among  these  three 
boxes. 

The  entrepreneurs,  the  businessmen,  are  always 
looking  at  the  customers.  They  try  to  determine 
what  the  customer  wants,  and  likes,  and  they  manu- 
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facture  it  for  him.  The  customer  complains  to  the 
manufacturer  about  what  he  doesn’t  like;  the 
manufacturer  may  change  the  product  in  one  way 
or  another.  The  businessman  tries  to  figure  out 
where  to  put  a store,  a new  A & P,  or  a Stop  and 
Shop.  He  looks  at  the  traffic  routes,  at  the  cus- 
tomer load,  at  the  whole  society  in  the  area  and 
decides  where  to  build  his  store.  Both  of  the  first 
two  square  boxes,  the  consumer  and  the  entre- 
preneur, are  constantly  observing  the  things  that 
are  going  on  around  them — minimum  wage  re- 
quirements, taxes,  and  interest  rates.  The  boxes 
are  constantly  inter-reacting.  They  are  inter-react- 
ing not  only  with  each  other,  but  also  with  all  the 
changing  forces  in  society.  The  newest  technology 
is  immediately  brought  to  bear  so  that  they  can 
see  what  to  do  with  it.  I’m  always  reminded  of 
the  story  of  that  hard-hearted  scientist  down  at 
DuPont’s,  a chemist  by  the  name  of  Wallace 
Hume  Carothers,  who  was  the  first  man  to  find 
long,  long  chain  molecules.  This  led  eventually  to 
the  formation  of  nylon  and  dacron,  many  of  the 
plastics,  and  a host  of  the  new  synthetics  that  are 
now  a part  of  everyday  living. 

Then  what  happened?  Almost  immediately  the 
businessmen  began  looking  into  the  uses  for  these 
new  materials,  how  they  could  adapt  them,  how 
they  would  change  their  business,  and  what  they 
would  do  about  it.  They’re  constantly  examining 
age  groups.  How  many  old  people  are  there  going 
to  be?  How  many  teen-agers?  Look  at  how  the 
teen-age  magazines,  the  teen-age  department 
stores,  and  the  departments  in  stores  for  teen-agers 
have  sprung  up,  as  soon  as  the  surge  in  numbers 
of  teen-agers  began  to  be  evident.  They  know  the 
present  birth  rate  and  what  the  birth  rate  is  going 
to  be  far  sooner,  I assure  you,  than  do  the  hos- 
pitals or  the  obstetricians.  I know  that  out  of  my 
own  experience  in  New  York  City.  Thus  they  are 
constantly  looking  at  everything  that’s  happening 
in  society  and  seeing  how  it  affects  their  system. 
This  is  what  in  economics  we  call  the  free  enter- 
prise system. 

THE  HEALTH  CARE  SYSTEM 

Now,  let  us  examine  what  some  authorities  are 
beginning  to  call  the  health  care  system  or  the 
medical  care  system.  It’s  what  I shall  call  the 
“bits  and  pieces  system.”  When  I describe  it  to 
you,  I think  you  will  agree  with  that  description. 
Let  us  return  to  the  diagram.  In  health  care  we 
also  have  the  first  square  representing  the  con- 
sumers, our  customers,  whom  we  call  patients. 
Some  of  the  wiser  among  us  call  them  families, 
because  we  know  not  only  that  the  individual  who 
is  sick  can  use  the  care  of  a doctor,  but  also  that 
other  members  of  the  family  group  affect  the 


health  status  of  the  individual.  Then  we  also  have 
entrepreneurs,  the  biggest  variety  of  entrepreneurs 
that  you  can  imagine.  Just  look  at  all  the  kinds 
of  doctors  there  are,  the  various  kinds  of  nurses, 
various  kinds  of  social  workers,  dentists,  pharma- 
cists, auxiliary  workers,  and  detail  men,  all  of 
whom  have  something  to  do  with  medical  care. 
Practically  none  of  them  has  the  same  relationship 
to  the  others  as  do  the  wholesaler,  the  retailer, 
the  salesman,  and  the  manufacturer  in  the  con- 
ventional economic  system.  Those  who  help  one 
another  do  not  necessarily  get  together  very  often 
to  see  how  they  can  help.  I’m  always  fascinated 
by  what  we  doctors  do  to  nurses.  We  suddenly 
decide  that  it  would  be  just  fine  if  nurses  took 
over  some  of  the  things  that  we  do,  because  we  re 
going  to  do  something  else.  Do  we  discuss  it  with 
nurses?  Do  we  advise  the  nursing  schools  that 
perhaps  they  had  better  change  their  curriculum? 
We  do  not  get  together  on  a team  basis  to  see 
who  can  do  what.  At  least,  I don’t  think  we  do  it 
as  well  as  we  could. 

Let’s  look  at  our  institutions,  for  example,  the 
hospitals.  Some  have  out-patient  departments, 
while  others  do  not,  even  though  ambulatory  care 
is  getting  increasingly  important  and  patients  can’t 
always  get  to  doctors’  offices.  We  have  more  older 
people  than  we  had,  so  we  suddenly  need  all  kinds 
of  rehabilitation  centers,  extended  care  facilities, 
chronic-care  facilities,  and  nursing  homes.  Some 
of  them  are  affiliated  and  some  are  not.  I assume 
that  there  isn’t  anyone  in  the  audience  who  hasn't 
called  and  called  in  vain  to  find  a place  for  a 
patient  who  no  longer  needs  to  stay  in  a hospital. 
This  is  because  of  the  “bits  and  pieces”  way  our 
institutions  are  organized. 

Or  think  about  how  we  come  to  build  them. 
I’m  reminded  of  a small  town  I know  in  Connecti- 
cut, in  which  Mr.  X died  of  cancer.  His  widow 
lived  in  that  big  white  house  up  on  the  hill  with 
acres  of  land.  She  became  bored  with  it,  and  de- 
cided to  give  it  to  the  local  hospital  so  that  they 
could  build  a new  hospital.  She  was  nice  enough 
also  to  give  a million  dollars  of  endowment  so  they 
snatched  up  the  land  quickly.  The  hospital  was 
built.  In  the  first  place,  it  wasn’t  needed,  since 
the  community  already  had  a perfectly  good  one 
and  it  was  large  enough.  In  the  second  place,  the 
new  one  was  built  in  an  inaccessible  location.  What 
did  it  become?  It  became  a millstone  around  the 
community’s  neck.  I insist  that  no  good  and  proper 
businessman  would  select  a location  for  his  store 
in  the  way  that  hospital  was  located.  Or  look  at 
the  expensive  kind  of  competition  we  have.  Hos- 
pital A acquires  something.  Hospital  B also  gets 
it,  even  though  it  isn’t  needed  in  the  community, 
nobody  is  going  to  use  it,  and  it’s  going  to  be  very 
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expensive  to  maintain.  This  is  what  I mean  by 
“bits  and  pieces  ' in  our  institutional  care. 

FACTORS  DETERMINING  CHANGES 

I should  like  now  to  discuss  the  factors  in  our 
modern  society  that  seem  to  necessitate  a change 
and  a new  look  at  things,  and  the  factors  that 
have  already  brought  change  and  will  continue  to 
bring  change.  First  of  all  let's  look  at  the  people 
in  that  first  square  box.  In  the  first  place  we  know 
that  there  are  going  to  be  a lot  more  of  them. 
Our  population  is  on  the  increase.  We  have  more 
old  people,  who  have  a higher  sickness  rate.  We 
have  learned  that  both  in  our  practices  and  in  our 
communities.  But  do  you  realize  that  there  will 
be  twice  as  many  individuals  between  15  and  24 
years  of  age  by  the  year  2000?  We’re  getting 
older,  but  we  re  still  very  young  and  will  have  a 
significant  increase  in  numbers  of  young  people 
as  well.  Also  we're  better  educated  than  we’ve 
ever  been  before.  Two-thirds  of  the  people  who 
live  in  the  large  metropolitan  areas,  which  does  not 
mean  only  the  ghettos,  wall  have  gone  to  college  by 
1983.  Thus  we  re  going  to  be  dealing  with  a better 
educated  public  which  will  ask  sharper  questions 
about  how  wre  behave  in  the  medical  care  system. 
They  will  be  able  to  do  things  for  themselves. 
They  will  want  to  know  more  about  themselves 
and  the  care  they  receive.  We  shall  have  to  talk 
differently  to  them  than  we  have  to  patients  in 
the  past.  Then  there  is  a new  kind  of  dilemma. 
People  have  rising  expectations  about  what  we 
doctors  can  do.  This  came  on  us  with  a big  surge 
about  the  time  the  antibiotics  appeared.  That  plus 
television,  the  slick  magazines,  and  other  media 
have  made  the  public  read  or  hear  about  medical 
science  and  expect  a new  wonder  every  day.  I am 
old  enough  to  remember  that  things  were  not  al- 
ways so.  I helped  pay  my  way  through  Yale  Medi- 
cal School  by  writing  for  Science  News.  Believe 
it  or  not,  I wanted  to  write  a story  about  gonor- 
rheal vaginitis  and  the  use  of  a hormone  to  con- 
trol it  in  the  days  before  antibiotics.  I was  told 
that  I couldn't  use  the  wrord  gonorrhea.  I couldn’t 
use  the  word  vaginitis,  and  I couldn't  use  the  word 
hormone — but  otherwise  they  w’ould  be  glad  to 
have  the  story.  We’re  a long  way  from  that  now7, 
when  you  think  of  what  the  public  knows  about 
medicine,  and  expects  and  wants  from  it.  So  the 
public  has  rising  expectations,  and  we  doctors  are 
supposed  to  be  able  to  do  everything.  God  knows 
what's  going  to  happen  to  us  now  with  transplants! 

"But  at  the  same  time  we  have  a group  of  dis- 
illusioned, unhappy  people,  and  they  are  our  pa- 
tients, too.  This  kind  are  found  not  only  in  the 
ghetto.  Incidentally,  if  any  of  you  have  not  worked 
in  the  ghettos  and  slums  and  other  pockets  of 
poverty  of  our  times,  you  could  learn  a great  deal 


there.  You  would  get  a whole  new  education.  At 
least,  I have  had  such  an  education  in  the  last 
three  years.  These  people  will  no  longer  accept 
two  classes  of  medical  care.  They  are  saying  that 
there  is  only  one  kind  of  medical  care,  good  care, 
and  they  are  demanding  that  good  care.  They're 
tired  of  sitting  on  those  old  clinic  benches  waiting 
for  a medical  student  to  come  in,  poke  them,  and 
casually  look  them  over.  Often  they  are  not  treated 
very  politely  either.  Then  the  students  calmly  go 
out  and  earn  a lot  of  money  taking  care  of  rich 
people.  Poor  people  want  a different  kind  of  medi- 
cine right  now. 

I know  many  private  patients  too  who  are  quite 
unhappy  when  they  are  sent  from  one  specialist 
to  another,  to  another.  They  get  so  bewildered 
that  they  don’t  know  what  to  do.  They  say:  “Isn’t 
there  any  way  doctors  can  get  themselves  organ- 
ized, so  that  it  would  be  better  for  us?  Do  all 
doctors  run  things  just  to  make  it  easy  for  them- 
selves? Don't  they  ever  think  about  us? 

What  I am  emphasizing  is  a new  realization  on 
the  part  of  all  people  that  one  quality  of  care, 
good  care,  should  be  available,  not  just  to  a few, 
but  to  everybody  in  our  country.  This  is  demanded 
as  a right,  just  as  education  is  a right.  We  as 
doctors  don't  like  to  think  of  it  that  way,  but  I 
believe  that  it's  too  late  for  us  to  influence  the 
decision.  I believe  that  the  decision  has  already 
been  made,  if  you  listen  very  carefully  to  what  the 
people  say.  If  you’ll  remember,  it’s  the  people 
who  will  win,  thank  heavens,  in  our  democracy. 

USE  OF  SCIENTIFIC  KNOWLEDGE 

The  second  big  factor,  after  people,  that  I think 
is  influencing  what  is  happening  is  the  vast  ac- 
cumulation of  scientific  knowledge.  This  has  come 
about  since  this  country  was  willing  to  invest  in 
scientific  research  and  development  both  within 
Government  and  outside  of  Government.  World 
War  II  taught  us  that  money  put  into  research 
and  development  pays  dividends.  Xow  money  put 
into  research  and  development  in  the  medical  field 
has  certainly  paid  dividends  in  terms  of  biomedical 
discoveries.  I don't  have  to  name  them  for  you. 
Cne  of  the  reasons  you  come  to  meetings  like  this 
is  to  find  out  about  the  latest  and  the  best.  This 
increase  in  medical  knowledge  has  certainly  com- 
plicated the  picture,  however,  in  leading  to  ever 
greater  specialization,  not  only  of  doctors,  but  of 
nurses,  social  workers,  and  other  allied  personnel. 
A second  kind  of  a revolution  also  impinges  upon 
medicine  .This  is  the  revolution  in  the  other  sci- 
ences, such  as  physics,  chemistry,  and  electronics. 
This  means  that  more  automation  is  possible,  and 
more  sophisticated  machinery.  Harvard  Medical 
School  and  MIT  have  some  of  the  most  exciting 
combinations  of  people  that  you  can  imagine  get- 
ting together.  Engineers,  communications  experts, 


90 


Rhode  Island  Medical  Journal 


all  kinds  of  experts  foreign  to  medicine  are  be- 
coming involved  in  its  problems.  They  are  doing 
much  more  than  just  looking  at  pacemakers;  they 
are  looking  into  many  other  kinds  of  fascinating 
developments.  They  are  accelerating  the  pace  and 
producing  devices  that  will  so  directly  affect  medi- 
cal care  that  within  a decade,  I believe,  we  will 
scarcely  be  able  to  recognize  it. 

Let  me  mention  a new  simple  gadget  and  tell 
you  how  I feel  about  it.  Actually,  I resent  com- 
puters, because  I consider  them  a kind  of  high- 
grade  imbecile  that  somebody  else  operates  and 
that  usually  goes  wrong  at  the  wrong  time.  Yet 
it  is  now  possible  to  have  a patient  sit  in  your 
office  with  a little  black  box,  or  a little  white  box, 
and  the  box  asks  the  patient  a series  of  questions, 
which  he  answers.  Depending  upon  how  he  an- 
swers the  first  question,  he  is  offered  a new  ques- 
tion, and  this  leads  directly  to  another.  This  little 
box  has  been  developed  to  the  point  where  it  is 
perfectly  clear  that  it  can  take  a history  that  is 
better  than  the  average  doctor  will  take.  This  has 
been  verified  in  actual  trial  with  groups  of  doctors. 
It  can  print  back  that  history  so  that  the  patient 
can  read  it  in  his  own  vernacular  language;  and 
it  can  also  print  it  in  medical  language  for  the 
doctor.  So,  while  the  patient  is  sitting  in  the  wait- 
ing room,  that  little  box  can  take  his  history  and 
neatly  put  it  down,  so  that  it  is  in  front  of  you 
when  you  first  see  the  patient. 

But  the  vital  part  still  is  your  direct  contact 
with  the  patient.  Xow  the  question  I ask  is:  Do  I 
really  care  who  takes  my  history?  Do  I really  care 
if  the  black  box  takes  it,  or  if  the  doctor  takes 
it,  so  long  as  the  doctor  knows  what  it  is  I’ve  been 
complaining  of?  I may  actually  do  it  a lot  better 
this  way,  because  I have  a little  more  time  to 
think  and  I’m  terribly  frightened  sometimes  be- 
cause the  doctor  looks  so  busy.  I'll  just  hurry  up 
and  tell  him  something,  since  I don’t  have  much 
time  to  think  about  it,  or  I’ve  forgotten  something. 
Then  I was  going  to  tell  him  on  the  next  visit, 
but  I forgot  to  tell  him  again!  And  so  I wrote  it 
down  and  put  it  in  my  purse  to  tell  him  on  my 
next  visit  and  then  when  I got  there  I felt  a bit 
ashamed,  so  I never  did  tell  him.  But  perhaps 
when  I talk  to  the  little  black  box,  I’ll  feel  dif- 
ferently about  it.  What  I am  trying  to  convey  is 
this:  I as  a patient  don’t  really  give  a care  who 
or  what  takes  my  history;  I don't  care  if  they 
put  it  and  the  results  of  all  those  tests  doctors  do 
in  a computer  which  will  come  up  with  a tentative 
diagnosis,  just  so  long  as  that  ultimate  vital  con- 
tact between  me  and  my  doctor  is  preserved.  This 
is,  I’m  sure,  where  the  art  of  medicine,  as  well  as 
the  science,  comes  in.  Some  day  or  other  it  is 
important  to  retain  this  vital  part.  I am  suggest- 
ing that  we  as  doctors  will  be  threatened  by  many 


of  the  things  that  the  new  technological  revolu- 
tion is  bringing  to  us,  but  we  shall  be  helped  by 
them  as  well. 

GROWTH  OF  THE  INDUSTRY 

The  third  factor,  I should  like  to  talk  about  is 
the  growth  of  industry.  I think  you  won’t  mind 
if  I refer  to  us  as  an  industry.  You  probably 
know  how  fast  we’re  growing.  In  1929  we  were  a 
four  billion  dollar  industry;  today  the  figure  is 
$53  billion.  Nobody  knows  how  soon  it  will  be 
before  it  reaches  $100  billion.  What  is  really  im- 
portant is  that  all  of  this  growth  is  taking  place 
in  a hurry.  Even  right  now  it’s  an  enormous  en- 
terprise. It  will  probably  be  the  second  largest 
business  in  America  by  next  year.  At  the  present 
time  it  is  the  third  largest  business  in  terms  of 
the  numbers  of  people  employed.  That  has  many 
implications  , because,  when  you  get  that  big  you 
must  start  acting  big.  You  must  think  differently 
and  plan  differently.  People  ask  questions  about 
how  efficient  you  are. 

Another  part  of  the  financial  side  of  the  story 
is  a series  of  new  fiscal  arrangements.  With  all  the 
third-party  payment  mechanisms  and  prepaid  in- 
surance plans,  et  cetera,  it  is  necessary  to  empha- 
size the  need  for  a continuum  of  care,  whereby 
the  doctor  has  a continuing  relationship  with  the 
patient  and  yet  is  able  to  use  all  of  the  specialties 
that  now  exist  and  that  may  come  along  in  the 
future.  How  shall  we  use  specialization  and  main- 
tain a continuum  of  care  for  the  patient  and  his 
family?  How  shall  we  humanize  this  enormous 
system.  I don't  want  it  to  be  just  efficient,  though 
efficiency  is  pretty  important  with  rising  costs.  I 
want  very  much  to  have,  as  I think  everybody 
does,  a doctor  who  really  cares  and  a nurse  who 
really  cares. 

We  must  also  face  the  fact  that  there's  a need 
for  more  ambulatory  care.  This  comes  from  the 
changing  character  of  the  illnesses  we  see.  We  must 
be  caretakers  for  people  with  chronic  diseases. 
There  is  need  for  more  home  care,  more  nursing 
home  care,  more  rehabilitation,  and  more  of  many 
similar  services. 

We  are  faced  also  with  another  force  of  our 
times,  the  personnel  shortages.  The  most  extensive 
report  that  has  been  made  on  health  personnel 
has  indicated  that  the  shortages  will  persist  re- 
gardless of  how  many  nursing  schools,  medical 
schools,  and  similar  institutions  we  build,  if  we 
continue  to  use  personnel  as  we  do  at  present.  I 
have  been  asked  many  questions  about  how  doc- 
tors spend  their  time.  I’m  fascinated  by  a study 
from  a city  not  in  the  Boston  area  in  which  the 
doctors  spend  50  per  cent  of  their  time  in  any 
day  going  from  one  place  to  another.  Does  this 
make  any  sense?  A study  as  to  how  pediatricians 
(Continued  on  next  page) 
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spend  their  time  in  their  offices  indicated  that  they 
spend  about  6 per  cent  of  it  doing  the  things  that 
they  were  really  trained  to  do  in  their  pediatric 
residencies.  They  spend  the  rest  of  the  time  doing 
things  that  someone  else,  less  well  trained,  can  do 
qually  well.  I remind  you  that  early  in  this  cen- 
tury at  the  time  of  the  Flexner  Report  there  were 
for  every  three  doctors  five  other  health  personnel 
to  help  them.  Today  for  every  three  doctors  there 
are  46  other  individuals.  Within  a decade  it  is 
thought  this  will  increase  to  75. 

In  other  words,  we  are  using  an  ever  larger 
variety  of  individuals  with  different  skills.  We  have 
also  begun  to  examine  a job  to  determine  whether 
a person  trained  that  well  couldn’t  do  another  with 
a little  more  training.  Persons  trained  slightly  dif- 
ferently could  be  used  for  the  same  job,  or  persons 
with  the  same  training  could  be  used  for  different 
ones.  There  is  much  waste  of  trained  personnel.  In 
a study  in  one  state  it  was  indicated  that,  con- 
sidering the  number  of  cardiac  surgical  teams 
trained  and  in  practice  in  that  state  and  the  op- 
portunities for  actually  doing  open-heart  surgery 
there,  each  team  would  at  most  do  two  operations 
a year.  I don’t  want  to  be  either  the  first  or  the 
second  patient  that  such  a team  works  on!  There 
are  about  33  persons  on  each  of  those  teams;  and 
we  all  know  how  skilled  they  have  to  be  in  terms 
of  continuously  working  together.  We  don’t  put 
Apollo  vehicles  up  in  space  that  way.  We  have 
just  a few  teams,  and  we  use  our  scarce  resources 
very,  very  carefully. 

SELF  EVALUATION 

The  last  factor  we  must  take  into  account,  if 
we  re  honest,  is  that  we’re  not  quite  as  good  as 
we  think  we  are.  We  have  always  though  that 
American  medicine  was  the  best  in  the  world.  One 
of  the  things  that  I have  learned  as  I have  gone 
around  the  world  is  that  I would  certainly  rather 
be  sick  here  that  anyplace  else.  In  the  first  place, 
I'm  home;  and  in  the  second  place,  I as  a doctor, 
am  likely  to  have  incomparably  good  care.  But 
this  is  not  true  of  the  care  which  many  people 
receive.  In  as  simple  a thing  as  infant  mortality, 
despite  the  high  standard  of  living  that  we  have 
in  comparison  with  other  industrialized  countries, 
we  stand  eighteenth  in  order.  Mind  you,  we’re  not 
talking  about  India,  Pakistan,  the  African  coun- 
ties. or  South  America,  but  about  the  industrial 
wealthier  countries  on  this  globe.  We  use  to  stand 
almost  at  the  top,  but  down  we  have  gone.  If  you 
examine  the  age-specific  death  rates  for  any  cause 
of  death  among  these  countries,  they  are  not  fall- 
ing as  rapidly  here  as  they  are  in  many  other 
countries.  In  our  cities  since  the  1950’s,  two-and- 
a half  times  more  premature  babies  are  born  than 
in  these  countries.  One-quarter  to  one-half  of  the 


pregnant  women  in  the  cities  are  getting  no  pre- 
natal care  whatsoever,  and  there  are  pockets  of 
rural  poverty  also  in  which  this  is  equally  true. 

How  are  we  going  to  solve  these  problems?  What 
are  we  going  to  do  about  them?  It  seems  rather 
clear  to  me  that  the  present  system  of  health  care 
is  in  a state  of  rapid  change  and  flux.  It’s  going 
to  continue  to  be  because  one  can't  possibly  stop 
the  forces  that  are  impinging  upon  the  system.  I 
don’t  know  precisely  how  the  changes  will  come, 
but  I’m  reasonably  sure  of  one  thing,  that  is,  if 
we  roll  up  our  sleeves  and  do  something  construc- 
tive about  improving  the  system,  nobody  is  going 
to  dream  up  a great  big  national,  monumental  co- 
lossus of  some  kind  and  plant  it  down  on  the 
country.  In  the  first  place,  nobody  knows  what  it 
ought  to  be  like;  and  in  the  second  place,  the 
American  people  aren’t  going  to  accept  it  readily 
because  we  re  a pragmatic  people.  We  just  aren’t 
going  to  take  it.  So  I don’t  think  the  change  is 
going  to  come  by  an  overall  plan.  I certainly  hope 
not.  I think  it’s  going  to  come  by  ‘‘bits  and  pieces.” 

We  now  have  a “bits  and  pieces”  system,  and  I 
think  that  bit  by  bit  and  piece  by  piece  we  shall 
some  way  or  another  put  it  together,  so  that  it’s 
a better-working  system  all  around.  I think  we 
shall  experiment.  I hope  we  shall  experiment  seri- 
ously, not  just  for  the  sake  of  experimenting,  but 
rather  to  try  new  ideas  to  find  out  if  they  work 
and  what  they  cost,  but  also  to  determine  what 
they  produce  in  terms  of  medical  care.  Every  now 
and  then,  I’m  afraid,  cost  effectiveness  experts  will 
intrude  on  us  to  ask,  “Can  you  afford  to  do  it 
this  way?”  If  it  can  be  done  more  cheaply  and 
as  well,  let’s  do  it  the  cheaper  way.  But  we  must 
be  sure  that  the  doctors  ask  the  right  questions. 
We  must  be  sure  that  the  kind  of  medical  care 
that  we  want  comes  out  of  the  other  end  of  a cost 
effectiveness  study. 

Now  what  other  kinds  of  things  are  on  the  ho- 
rizon? I take  it  that  Doctor  Leonard  W.  Cronk- 
hite,  Jr.,  has  told  you  about  some  of  the  plans 
that  they  are  at  the  moment  experimenting  with 
at  the  Harvard  Medical  School.  It  would  have 
been  inconceivable  a decade  ago  that  the  Medical 
School  should  actually  be  out  in  the  community 
trying  a variety  of  different  experiments  in  the 
delivery  of  medical  care.  Still  another  idea  seems 
to  be  catching  hold,  the  concept  of  more  coopera- 
tive arrangements.  Actually,  doctors  have  always 
made  cooperative  arrangements  of  a sort  and  cer- 
tainly do  so  today.  You  make  an  arrangement 
with  your  hospital,  with  a visiting  nurse,  or  with 
a home-care  helper.  You  make  arrangements  to 
have  access  to  x-ray  and  laboratories,  and  for 
specialists.  You  find  out  where  to  send  a child 
with  a speech  defect  and  how  to  make  many 
other  similar  arrangements. 
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I think,  however,  that  we  shall  organize  our- 
selves quite  a bit  more,  so  that  each  individual 
doctor  doesn’t  have  to  do  as  much  on  his  own. 
These  cooperative  arrangements  have  been  desig- 
nated regionalization.  One  of  the  big  programs  of 
this  nature  is  the  Cancer,  Heart,  Stroke  Program 
with  which  I happen  to  be  associated  now.  There 
are  many  areas  in  the  nation.  One  covers  New 
Hampshire,  Rhode  Island,  and  Massachusetts.  We 
are  beginning  to  realize  that  some  kind  of  coop- 
erative arrangements  in  the  local  service  areas, 
extending  to  a slightly  wider  area,  is  necessary 
and  makes  for  better  use  of  scarce  and  very  ex- 
pensive facilities.  I am  suggesting  that  what  we 
are  really  doing  is  to  determine  if  we  can’t  ac- 
complish what  the  practicing  doctor  is  now  doing, 
but  more  effectively. 

All  of  this  means  that  we  must  do  something 
that  we  all  abhor,  namely  plan.  I don’t  know  why, 
but  PLAN  used  to  be  a dirty  word  in  the  United 
States.  Planning  was  thought  to  be  meddling  so- 
cialization or  some  other  evil  thing.  I am,  of 
course,  exaggerating,  but  actually  we  doctors 
haven’t  thought  very  much  about  such  matters  in 
our  communities  and  in  our  local  service  areas. 
We  are  making  a beginning,  and  that  is  exciting. 
There  are  public  and  private  services  in  each  com- 
munity that  everybody  uses.  The  two  could  profit 
by  joint  planning  and  integration  of  efforts. 

Perhaps  it  will  be  well  for  the  doctor  to  emerge 
from  the  little  world  where  he  has  been  confined 
to  a slightly  larger  world  of  all  health  care  for  all 
of  the  people.  Perhaps  if  we're  willing  to  drop 
some  of  our  fears  and  our  cliches,  and  if  we  treat 
these  problems  objectively  and  with  the  same  dedi- 
cation and  imagination  with  which  we  treat  our 
patients,  we  shall  build  a better  system  of  medical 
care.  We  shall  bring  some  of  the  “bits  and  pieces” 
together  to  the  end  that  not  only  will  our  patients 
be  happier,  but  our  own  lives  will  be  a little  less 
hectic  than  they  are  now.  The  problem  for  us  is 
to  ask  the  right  questions  and  find  the  right 
answers. 

* 

THE  TEACHING  HOSPITAL  AND 
THE  COMMUNITY 

(Concluded  from  Page  87) 

patients  in  bed.  The  fact  is,  of  course,  that  no  part 
of  the  health  system  can  exist  in  isolation.  The 
community  health  center  cannot  survive  without 
the  support  of  the  hospitals.  Nor  can  the  teach- 
ing hospital  pretend  any  longer  that  its  own  out- 
patient department  provides  all  the  ambulatory 
health  needs  for  the  particular  community  which 
it  serves.  Having  demonstrated  that  a need  exists, 


the  neighborhood  health  center  may  make  its  most 
important  contribution  by  stimulating  the  teaching 
hospital  to  involve  itself  more  directly  in  an  at- 
tack on  the  problem  of  the  delivery  of  health  care 
in  the  local  community. 

It  would  be  naive  to  claim  that  the  teaching  hos- 
pitals are  prepared  to  assume  a new  role  of  leader- 
ship simply  because  the  need  exists.  There  are 
many  heads  of  clinical  departments  who  feel  that 
the  teaching  hospital  is  being  asked  to  do  too  many 
things,  that  its  primary  mission  is  being  diluted. 
There  is  some  justification  in  this  argument,  for 
it  is  true  that  the  teaching  hospital  cannot  do  ev- 
erything. It  is  not  justifiable,  however,  to  reject  a 
new  role  by  claiming  that  one  group  of  personnel 
will  have  to  do  everything.  Clearly,  if  new  things 
are  to  be  done,  they  will  have  to  be  accomplished 
by  new  groups  of  physicians,  who  will  be  joined 
by  engineers,  economists,  and  other  social  scien- 
tists who  can  be  mobilized  to  plan,  create,  and 
evaluate  new  systems  of  medical  care. 

Perhaps  the  teaching  hospital  cannot  change, 
cannot  be  responsive  to  totally  new  problems.  Pos- 
sibly a new  social  invention  is  needed  in  the  health 
field  — a new  institution  which  would  have  as  its 
primary  mission  the  development  of  new  models  of 
health  care.  It  may  be  timely  to  create  a new  cor- 
porate structure  which  will  have  some  of  the  func- 
tions of  a hospital  and  which  can  relate  to  uni- 
versities, to  government,  to  industry,  and  to  the 
community  in  order  to  catalyze  change  in  our  med- 
ical care  system. 

Whatever  the  ultimate  involvement  of  the  teach- 
ing hospital  in  the  solution  of  the  social  problems 
of  medicine,  certain  facts  are  apparent:  the  prob- 
lems are  urgent;  there  will  be  increasing  pressure 
for  solutions;  and  change  will  occur.  Let  us  hope 
that  the  solutions  are  rational  and  will  allow  a 
workable  system  or  systems  of  high  quality  com- 
prehensive medical  care  for  all  of  the  citizens  of 
this  nation. 

$ 


WERE  YOU  THERE? 

Dr.  Ruth  W.  Alexander  of  1 1 East  86th 
Street,  New  York,  New  York  10028,  is  seek- 
ing contact  with  a Rhode  Island  physician 
who  attended  the  William  Buckley  dinner  at 
the  AMERICANA  HOTEL  in  New  York  to 
celebrate  National  Review's  10th  Anniver- 
sary on  November  11,  1965. 

Any  doctors  in  attendance  at  this  dinner- 
meeting are  urged  to  communicate  with  Doc- 
tor Alexander  at  the  above  address. 


February  1969 
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MASSACHUSETTS,  NEW  HAMPSHIRE 
AND  RHODE  ISLAND 


A Statement  of  Purposes , Pro- 
gram, and  Procedures. 


This  statement  from  the  Tri-State  Region- 
al Medical  Program,  which  we  might  call 
its  No.  1 document,  or  basic  expression  of 
the  evolution,  development,  and  opera- 
tional plan  of  the  Tri-State  program,  rep- 
resents a rather  extensive  effort  on  the 
part  of  a large  number  of  persons,  and 
has  as  its  ultimate  goal  the  interest,  in- 
volvement, and  participation  of  the  physi- 
cians and  allied  health  professions,  and 
their  institutions  and  agencies  in  Massa- 
chusetts, New  Hampshire,  and  Rhode  Is- 
land. The  State  Advisory  Committee  from 
Rhode  Island  has  been  particularly  active 
in  the  planning  phases  of  the  Regional 
Medical  Program.  Dr.  Louis  Leone  of  Rhode 
Island  is  a trustee  of  the  Medical  Care  and 
Education  Foundation,  the  corporate  spon- 
sor of  the  program.  Dr.  Henry  Uhl  is  RMP 
coordinator  in  Rhode  Island. 

The  statement  was  prepared  by  a plan- 
ning committee  of  the  Board  of  Trustees 
comprised  of  Dr.  Mac  V.  Edds  (now  on 
leave).  Dr.  Carleton  Chapman,  and  Mr. 
Henry  Meadow  with  the  assistance  of  the 
RMP  staff.  It  was  subsequently  reviewed 
by  the  three  State  Committees,  the  Tri- 
State  Regional  Advisory  Group,  and  the 
Board  of  Trustees  and  has  the  official  ap- 
proval of  these  bodies. 


REGIONAL  MEDICINE 

We  must  leave  it  to  the  social  scientists  to  say 
whether  New  Englanders  are  really  different  from 
other  people.  Whatever  the  case,  the  typical  Yank- 
ee has  a reputation  for  being  self  reliant  and  plain- 
spoken.  If  he  may  step  on  toes  at  times,  at  least 
you  know  where  he  stands.  The  region  has  a long- 
standing record  of  discoveries  and  innovations  in 
medical  and  public  health  knowledge  and  organ- 
ization. Yet  it  not  always  has  been  quick  to  embrace 
these  advances  for  the  benefit  of  its  entire  popu- 
lation. 

Regional  medicine  is  a case  in  point.  New  Eng- 
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land  was  the  first  to  demonstrate  improvement  of 
medical  care  through  a voluntary  regional  system 
sponsored  by  the  Bingham  Associates  Fund  and 
linking  the  rural  doctors  and  hospitals  of  Maine 
with  the  Tufts-New  England  Medical  Center.  The 
concept  of  the  program,  now  forty  years  old.  was 
not  embraced  in  other  New  England  states,  how- 
ever. 

The  Regional  Medical  Programs  fostered  by  the 
Federal  government  under  the  Heart  Disease,  Can- 
cer, and  Stroke  legislation  of  1965  presented  a new 
opportunity  for  progress  in  this  direction. 

In  December  1967  representatives  of  Massachu- 
setts, New  Hampshire,  and  Rhode  Island  organ- 
ized themselves  as  Trustees  and  Advisers  of  the 
Tri-State  Regional  Medical  Program  — Yermont 
and  Maine  elected  to  become  seperate  regions  — 
and  began  development  of  a Regional  Medical 
Program  under  a two-year  planning  grant. 

The  present  document  is  the  first  Tri-State 
program  statement,  including  something  about  ev- 
olution. issues,  organization,  program,  and  proced- 
ures. Undoubtedly,  the  statement  will  be  subject 
to  revision  and  amendment  as  the  program  evolves 
and  moves  from  planning  to  operation. 

EVOLUTION  OF  REGIONAL  CONCEPT 

Regional  integration  of  medical,  health,  and 
hospital  services  as  a means  of  conserving  profes- 
sional manpower  while  bringing  the  benefits  of 
medical  science  and  humanitarianism  to  the  people 
was  first  proposed  in  the  early  1902's.  Dr.  John  B. 
Grant  of  the  Rockefeller  Foundation  applied  the 
idea  in  a system  of  rural  health  centers  affiliated 
with  the  Peking  L'nion  Medical  College  in  China. 

As  other  regional  systems  of  medical  care  evol- 
ved. they  commonly  called  for  three  levels  of  ser- 
vice. At  the  periphery,  physicians,  community 
health  clinics,  dispensaries,  or  small  hospitals  pro- 
vided primary  care.  Intermediate  specialty  care 
took  place  mainly  at  a second  level,  the  regional 
hospital.  Medical  schools  and  their  large  teaching 
hospitals  provided  for  advanced  specialty  care  and 


94 


Rhode  Island  Medical  Journal 


most  of  the  training  and  research  at  the  third  level. 
The  bulk  of  the  total  patient  load  is  handled  at  the 
first  level  by  health  teams  headed  by  a physician 
and  including  a nurse,  medical  assistant,  or  other 
appropriate  personnel. 

The  system  is  reciprocal.  Ideally,  referred 
patients  and  epidemiological  information  flow  in- 
ward to  the  medical  center  and  manpower  and  new 
knowledge  flow  outward  to  the  community.  Com- 
plete coverage  of  the  population  depends,  of  course, 
on  the  availability  of  personnel,  financial  resources, 
and  the  willingness  of  the  population  to  use  the 
system. 

The  regional  system  has  great  appeal  to  those 
compelled  by  the  logical,  orderly,  and  unified.  It 
offers  an  instrument  not  only  for  making  health 
care  available  to  the  total  population,  but  for  regu- 
lar communication  between  faculties  and  the  phys- 
icians and  other  health  personnel  that  they  train, 
as  well  as  between  larger  and  smaller  institutions 
and  their  staffs. 

Great  Britain  and  Sweden  adopted  various  forms 
of  regional  medical  systems  about  twenty  years  ago. 
The  pattern  has  been  followed  with  success  in  some 
developing  countries,  where  the  scarcity  of  man- 
power, facilities,  and  financial  support  make  it 
particularly  appropriate.  A regional  medical  pro- 
gram combining  community  health  centers,  regional 
hospitals,  and  the  university  medical  center  in  a 
three-level  system  has  been  operating  for  the  last 
eight  years  in  Puerto  Rico.  (While  the  favorable 
trend  began  long  before  the  regional  medical  pro- 
gram, it  is  interesting  to  note  that  the  mortality 
rate  in  Puerto  Rico,  at  one  time  much  higher,  is 
now  lower  than  in  the  United  States.) 

Often  advocated,  but  only  occasionally  tried, 
official  regional  medical  organization  has  had  a 
negligible  impact  to  date  on  the  American  system 
of  medical  care.  The  reason  is  apparent.  A system 
that  ostensibly  places  control  at  the  center  and  on 
top  has  not  appealed  to  the  majority  of  American 
doctors  in  private  practice.  A unique  feature  of  the 
Tri-State  Regional  Medical  Program,  it  will  be 
seen,  is  that  it  does  not  place  control  at  the  center. 

The  present  system  of  medical  care  in  the  United 
States,  traditionally  built  around  the  individual 
physician,  offers  apparent  advantages  in  personal 
initiative  and  motivation,  professional  pride,  and 
financial  independence,  but  loses  certain  advan- 
tages in  organized  and  systematic  distribution, 
delivery,  and  economical  use  of  medical  and  other 
highly  specialized  services.  Intrinsically,  the  tra- 
ditional system  leaves  gaps  in  coverage,  depending 
on  how  physicians  choose  to  distribute  themselves 
geographically  and  by  specialty. 

Improvement  of  the  quality  of  medical  care 
through  a regional  system  depends  on  an  active 
alliance  between  medical  education  and  medical 


practice.  Much  of  what  has  occurred  in  the  admin- 
istration of  medical  education  and  research  subse- 
quent to  the  Flexner  Report  of  1910  caused  these 
forces  to  draw  apart.  The  current  program  aims 
at  a working  relationship  between  medical  centers 
and  the  doctors  and  hospitals  in  the  community. 

The  iBingham  Associates  Fund  has  shown  that 
regionalization  need  not  depend  on  a government 
operated  health  care  system  and  that  the  split 
between  academic  and  community  medical  practice 
is  not  inevitable,  but,  in  fact,  can  be  progressively 
eliminated.  This  program,  in  operation  since  1931, 
allies  the  doctors,  nurses,  and  hospitals  of  Maine 
in  a voluntary  bilateral  system  of  continuing  ed- 
ucation and  improvement  of  facilities  with  medical 
faculty  and  hospital  administration  at  Tufts.  Boston 
professors,  residents,  and  interns  go  to  Maine  to 
teach  and  to  train,  and  Maine  doctors  come  to 
Boston  for  postgraduate  study.  The  Bingham  pro- 
gram is  carried  on  through  three  regional  hospitals 
and  more  than  60  community  hospitals.  Among 
other  things,  the  program  made  X-ray,  clinical 
laboratory,  and  pathology  services  available  to 
many  of  these  hospitals  for  the  first  time. 

Surveys  in  1956  and  1962  revealed  the  widely 
held  opinion  among  the  doctors  of  Maine  that  the 
Bingham  program  definitely  raised  the  quality  of 
care  they  could  deliver  to  their  patients.  It  is  note- 
worthy that  their  early  fears  that  the  medical 
school  would  try  to  control  them  vanished.  To  the 
contrary,  the  director  of  the  program  found  it  dif- 
ficult at  times  to  persuade  professors  to  accept  the 
responsibility  of  continuing  education.  The  Region- 
al Medical  Program  of  Maine  now  works  in  close 
cooperation  with  the  Bingham  program. 

In  effect,  American  regional  medicine  was  an 
isolated  phenomenon  as  a formal  organization  at 
the  time  of  the  legislation  in  1965.  Informally,  of 
course,  regionalization  has  always  existed  to  some 
extent.  Every  practicing  doctor  must  draw  on  facil- 
ities other  than  his  own  to  provide  the  best  care 
for  his  patients.  He  must  have  a hospital  where  he 
can  take  acutely  ill  patients.  He  must  be  able  to 
call  on  public  health  or  other  services  for  home 
care  of  patients.  He  needs  access  to  X-ray  and 
clinical  laboratories  in  his  office  practice.  He  must 
know  a variety  of  specialists  to  whom  he  can  refer 
cases  and  from  whom  he  can  get  advice  on  continu- 
ing care  of  patients.  He  must  know  where  to  send  a 
child,  for  instance,  with  an  orthopedic,  speech, 
hearing,  or  eve  defect;  he  must  know  where  to 
find  custodial  care  for  an  aging  person  who  can  no 
longer  manage  by  himself.  He  uses  others  to  warn 
him  and  his  patients  of  sudden  outbreaks  of  pre- 
ventable disease  and  what  to  do  about  them,  to 
protect  his  patients  through  mass  immunization, 
and  to  provide  early  detection  of  certain  chronic 
(Continued  on  next  page) 
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diseases,  and  establish  good  diets,  public  safety 
measures,  and  emergency  treatment  for  poison 
cases. 

The  professor  in  the  medical  center,  too,  may 
function  as  a one-man  region.  He  may,  depending 
on  his  custom,  carry  on  extensive,  informal  com- 
munication by  letter  or  phone  with  family  doctors 
of  referred  patients.  He  may  from  time  to  time  hold 
clinics  or  make  rounds  in  outlying  hospitals  with 
which  he  has  some  affiliation.  And,  of  course,  he 
is  in  demand  to  speak  at  medical  meetings  both 
on  basic  procedures  and  recent  advances,  to  the 
extent  that  he  can  spare  the  time. 

Regionalization  has  resulted  through  natural  ev- 
olution in  certain  instances  where  a group  in  a 
medical  institution  has  pioneered  new  procedures 
that  require  a large  concentration  of  specially 
trained  workers  and  complicated  and  expensive 
equipment.  For  example,  one  institution  became 
essentially  a regional,  and  indeed,  national,  center 
for  kidney  transplantation  and  then  renal  dialysis. 
Later,  it  became  practical  for  other  institutions  to 
introduce  an  artificial  kidney  service  along  similar 
lines. 

REGIONAL  LEGISLATION 

The  Report  of  the  President’s  Commission  on 
Heart  Disease,  Cancer,  and  Stroke  in  1964  provid- 
ed planners  with  an  unusual  opportunity  to  pro- 
mote and  develop  the  regional  medical  concept  at 
a time  when  the  shortage  of  health  manpower  was 
becoming  obvious  both  to  the  public  and  the  med- 
cal  profession.  The  Report  alleged  a serious  lag 
between  university  medical  centers  and  private 
medical  practice  in  the  application  of  research  ad- 
vances already  clinicially  tested  and  proved.  It 
advocated  the  establishment  of  a national  network 
of  regional  heart  disease,  cancer,  and  stroke  centers 
for  clinical  investigation,  teaching  and  patient  care, 
in  universities,  hospitals,  research  institutes,  and 
other  institutions  across  the  country.  In  addition, 
the  Commission  proposed  a national  network  of 
diagnostic  and  treatment  stations  at  the  commun- 
ity level  “ to  bring  the  highest  medical  skills  in 
heart  disease,  cancer,  and  stroke  within  reach  of 
every  citizen.” 

The  Report  drew  sharp  criticism  for  some  of  its 
assumptions  and  prompt  opposition  from  organized 
medicine,  whose  leaders  were  ready  to  accept  the 
desirability  of  improving  and  extending  medical 
care,  but  saw  the  proposed  regional  complex  to  be 
built  around  “centers  of  excellence”  as  an  attempt 
to  exclude  independent  practitioners  from  certain 
categories  of  responsibility.  Leaders  of  organized 
medicine  offered  no  hope  for  the  proposed  legis- 
lation unless  the  features  to  which  they  objected 
were  eliminated. 

Those  charged  with  the  planning  of  health  legis- 
lation. accepting  this  counsel,  rewrote  the  legis- 
lation, eliminating  the  concept  of  a national  net- 


work of  centers  and  replacing  it  with  cooperative 
arrangements  that  the  regions  themselves  would 
work  out  in  keeping  with  local  needs.  These  needs 
might  concern  themselves,  in  addition  to  the  three 
categorical  diseases,  with  “related  diseases.” 

Very  simply,  Public  Law  89-239,  the  legal  base 
of  Regional  Medical  Programs,  as  passed,  provides 
grants  to  support  the  development  of  regional  co- 
operative organizations  of  members,  agencies,  and 
institutions  of  the  health  professions  for  training, 
research,  and  demonstrations  leading  to  improve- 
ment of  prevention,  diagnosis,  treatment,  and  re- 
habilitation in  the  field  of  certian  specified  and 
other  unspecified  diseases.  Oversimplified,  it  might 
be  said  that  the  big  idea  is  to  help  doctors  and 
other  health  workers  help  their  patients. 

In  other  than  education,  research,  or  demon- 
stration projects,  the  Federal  grants  cannot  be  used 
to  pay  for  services  to  patients.  The  law  stipulates 
that  its  intent  is  to  “improve  generally  the  health 
manpower  and  facilities  available  to  the  nation 
without  interfering  with  the  patterns,  or  methods 
of  financing,  of  patient  care  or  professional  practice, 
or  with  the  administration  of  hospitals.” 

In  sum,  the  legislation  that  emerged  provides  the 
first  nationwide  mechanism,  as  well  as  the  first 
incentive,  for  medical  and  other  professional 
schools,  hospitals,  and  practicing  physicians  in  the 
community  to  form  a working  relationship  in  con- 
tinuing education  and  the  improvement  of  services 
to  patients.  This  was  one  of  the  first  times  the  Unit- 
ed States  Government  and  the  American  Medical 
Association  have  been  able  to  get  together  on  any 
major  legislation  affecting  medical  care.  Indeed, 
the  revised  bill  was  prepared  with  the  assistance 
of  AM  A advisers. 

An  example  of  good  will  and  willingness  to  find 
accommodations  was  set  at  the  top  and  today  is 
being  followed  with  energy  and  enthusiasm  in  many 
parts  of  the  country.  In  this  respect  alone,  Regional 
Medical  Programs  have  become  an  endeavor  of 
considerable  significance  and  promise. 

PROGRAMS  PLANNED 

Since  enactment  of  the  legislation  in  1965,  some 
55  Regional  Medical  Programs  have  been  organ- 
ized and  funded  for  planning,  and  twenty-three  of 
these  have  received  operational  grants,  with  others 
expected  to  become  operational  shortly.  Since  re- 
gions cannot  be  formed  by  directives  from  Wash- 
ington, but  only  through  local  initiative  and  agree- 
ment, each  program  tends  to  be  different  from  the 
next.  As  Dr.  Stanley  W.  Olson,  former  director  of 
the  Tennessee  Mid-South  Regional  Medical  Pro- 
gram and  now  director  of  the  Regional  Medical 
Programs  Service  in  the  Department  of  Health, 
Education,  and  Welfare,  has  said,  “What  is  required 
for  Regional  Medical  Program  support  is  a defin- 

(Continued  on  Page  1021 
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Editorials 


“REVOLUTION  IN  MEDICINE’’  BY  SELIG  GREENBERG* 
A Review  With  Comments 


This  series  begins  with  a clear  statement  of  the  facts 
concerning  medical  knowledge  and  its  application  to 
sick  and  injured  Americans.  The  contrast  between 
the  advance  in  medical  science  and  the  lack  of 
advance  in  its  application  to  all  the  people  of  the 
United  States  is  noted  to  be  striking.  This  situa- 
tion is  clearly  understood  by  those  of  us  whose 
duty  it  is  to  care  for  the  sick.  It  is  true  that  in 
major  medical  centers  throughout  the  country  su- 
perlative care  is  available.  But  what  of  the  small 
town  hospital  which  cannot  obtain  an  adequate 
staff  of  either  physicians  or  nurses  and  cannot 
afford  the  equipment  needed  to  carry  out  detailed 
investigations  that  present  day  care  requires?  It 
may  be  added  that  the  staff  of  such  a hospital  is 
too  busy  to  be  able  to  take  time  off  for  instruction 
in  up-to-date  medicine.  Among  the  questions  that 
the  author  asks  is:  ‘ Has  too  much  money  been 
invested  in  medical  research  and  nowhere  near 
enough  in  the  financing  of  medical  services  and 
the  training  of  health  personnel?”  Clearly  this  can 
be  answered  in  the  affirmative.  No  one  would 
wish  those  students  who  are  clearly  suited  to  a 
career  of  scientific  investigation  to  be  discouraged 
from  entering  this  field.  But  is  it  wise  to  support 
a situation  in  which  students  well  fitted  for  the 
care  of  the  sick  are  tempted  to  accept  research 
positions  because  funds  are  available  for  their 
support  in  this  field,  whereas  the  struggle  to  be- 
come established  in  clinical  practice  is  too  often 
one  of  long  duration? 

The  writer  goes  on  in  his  first  instalment  to 
describe  the  brilliant  achievements  of  scientific 
medicine,  of  which  we  may  well  be  proud,  and 
then  points  out  the  high  cost  and  essential  diffi- 
culty involved  in  the  application  of  what  is  known 
to  the  sick  of  this  country.  The  question  of  wheth- 
er or  not  the  federal  government  must  be  involved 
to  a greater  degree  than  is  now  the  case  is  men- 
tioned. 

Finally,  there  is  presented  an  impressive  list  of 
thirty-eight  knowledgeable  individuals  who  have 
been  consulted  by  the  author,  most  of  them  physi- 
cians. There  is  no  doubt  of  the  amount  of  detailed 
study  on  the  part  of  Mr.  Greenberg  that  has  been 
required  in  the  preparation  of  these  articles  which 
were  published  in  twelve  issues  of  the  Providence 
Sunday  Journal  and  The  Evening  Bulletin,  between 

*A  series  of  twelve  articles  appearing  in  The  Provi- 
dence Sunday  Journal  and  the  Evening  Bulletin 

(Providence)  from  Dec.  1 to  Dec.  13,  1968. 


December  1 and  December  13,  1968.  The  second 
instalment  of  this  series  of  articles  comprises  a 
detailed  discussion  of  the  various  people  who  have 
been  involved  in  the  relation  of  government  to 
health,  beginning  with  the  late  Representative  John 
E.  Fogarty  of  Rhode  Island.  A detailed  discussion 
of  the  activities  of  those  in  the  government  who 
are  involved  in  this  field  is  presented.  Numbers  3 
and  4 of  the  series  involve  a detailed  discussion 
of  the  lack  of  needed  government  support  of  health 
care,  especially  for  the  poor  and,  in  contrast,  the 
lavish  spending  on  research.  The  headline  in  the 
issue  of  December  3 begins,  ‘'The  health  care  of 
the  poor  in  the  United  States  is  an  ongoing  na- 
tional disaster.”  The  evidence  of  the  truth  of  this 
statement  is  presented  in  detail.  Number  4,  headed 
by  the  statement,  ‘‘Our  National  health  care  is 
badly  out  of  kilter,”  goes  on  to  discuss  in  detail 
the  “lavish  support”  of  research  in  the  medical 
field,  much  of  which  is  not  sufficiently  valuable  to 
justify  the  money  which  it  costs. 

Numbers  5 and  6 apparently  do  nothing  to  up- 
hold the  writer’s  criticism  of  this  “lavish”  support 
of  research  or  to  point  out  the  need  for  the  devel- 
opment of  improved  care  of  patients,  especially 
the  poor.  Number  5 describes  in  detail  the  work 
in  the  cardiovascular  field.  The  spectacular  results 
of  research,  which  have  been  equally  well  discussed 
in  various  publications,  make  interesting  reading, 
perhaps,  for  the  public,  but  do  nothing  to  uphold 
the  writer’s  main  thesis  which  clearly  is  that  over- 
generous  spending  for  research  and  lack  of  finan- 
cial support  for  patient  care  results  in  inadequate 
medical  attention  for  a very  large  group  of  Ameri- 
can citizens.  If  he  had  said  that  for  one  American 
whose  life  has  been  saved  (temporarily)  by  the 
implantation  of  another  person’s  heart,  many  other 
American  citizens,  perhaps  a hundred,  have  died 
because  no  real  medical  skill  nor  facilities  for  ade- 
quate care  have  been  available  to  them,  he  would 
have  strengthened  his  argument. 

In  the  judgment  of  this  writer,  Number  6,  a good 
article  on  Cancer,  like  that  on  cariovascular  dis- 
ease, is  not  relevant  to  the  main  argument  of  the 
series.  It  might  perhaps  have  been  pointed  out  that 
the  accumulation  of  more  information  about  malig- 
nant disease  is  most  important,  that  it  should  be 
carried  out  by  highly  competent  investigators  only. 
It  could  be  added  that  one  way  to  diminish  the 
death  rate  from  cancer  would  be  to  have  enough 
(Continued  on  next  page) 
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well  trained  physicians  in  practice  to  make  early 
and  accurate  diagnoses  and  thus  give  the  patient 
a chance  of  effective  present  day  treatment. 

Instalment  Number  7 is  divided  into  two  parts. 
The  subject  of  heart  transplants  is  well  presented 
and  should  be  interesting  to  the  public  generally. 
Our  comments  on  the  two  previous  instalments 
are  also  appropriate  here.  The  second  part,  devoted 
to  maternal  and  infant  mortality,  advances  the 
opinion  that  present  day  application  of  what  we 
in  the  United  States  practice  in  this  field  is  inad- 
equate and  produces  results  that  are  definitely  less 
favorable  than  are  obtained  in  several  other  coun- 
tries. Here  again  the  quality  of  patient  care  and 
patient  education  is  not  of  the  grade  that  is  need- 
ed to  equal  that  of  the  researches  in  the  field. 

In  instalment  Number  8 the  shortage  of  physi- 
cians and  nurses  is  clearly  stated  with  a telling 
headline  which  points  out  that  studies  on  the  ori- 
gin of  viruses  do  not  mean  much  to  the  person  who 
finds  out  you  "can't  get  a doctor  when  you  need 
him.”  ‘‘Five  thousand  communities  in  the  United 
States  without  a single  doctor"  - — and  an  estimated 
shortage  of  50,000  physicians  exists  in  this,  the 
richest  country  in  the  world!  The  dependence  on 
physicians  from  foreign  countries  is  discussed.  It 
is  also  made  clear  that  the  shortage  of  physicians 
is  increased  by  the  fact  that  the  average  present 
day  graduate  eventually  becomes  a specialist  in 
one  field  or  another.  Lack  of  “family  doctors” 
causes  an  increasing  number  of  the  sick  and  in- 
jured to  go  to  the  overcrowded  emergency  rooms 
and  out-patient  departments  of  the  hospitals. 

The  need  for  reorganization  and  revision  of  the 
application  of  medical  care  in  the  United  States  is 
effectively  pointed  out  in  instalment  Number  9. 
Several  pertinent  quotations  from  experts,  includ- 
ing Doctor  Robert  H.  Ebert,  Dean  of  the  Harvard 
Medical  School  and  Doctor  William  H.  StewTart, 
Surgeon  General  of  the  United  States  Public  Health 
Service,  are  quoted.  That  “solo"  practice  cannot  be 
adequate  practice  is  stressed  and,  one  might  add, 
this  conclusion  is  obvious.  This  does  not  necessarily 
mean  total  depersonalization  of  treatment.  In  the 
opinion  of  the  author  one  physician,  often  an  in- 
ternist, can  act  as  “family  doctor”  and  keep  in 
mind  the  patient’s  fears  and  worries,  his  general 
morale,  as  he  goes  through  the  sometimes  lengthy 
but  definitely  indispensable  detailed  studies  that 
are  needed  to  assure  an  accurate  diagnosis  and  ef- 
fective treatment  in  many  instances.  In  a final 
section  of  this  day’s  discussion  the  necessity  for 

PHYSICIANS’ 

There  has  been  much  discussion  recently  about 
the  use  of  various  trained  paramedical  personnel 
as  assistant  doctors.  The  shortage  of  physicians 


the  use  of  aides  of  various  types  to  carry  out 
procedures  which  do  not  require  the  skill  of  a 
graduate  physician  is  pointed  out.  The  inclusion  of 
nurses  in  this  group  forces  the  observation  that 
the  shortage  of  graduate  nurses  is  one  of  the  dif- 
ficulties that  must  be  corrected. 

The  key  position  of  the  medical  schools  is  dis- 
cussed at  length  in  Number  10.  Their  definite  in- 
volvement in  the  problems  of  improving  medical 
care  is  stressed  as  well  as  the  need  for  the  develop- 
ment of  better  teaching  in  this  field.  As  Doctor 
H Jack  Geiger  of  Tufts  Medical  School  has  put 
it,  “The  urban  crisis  should  get  at  least  as  much 
attention  in  medical  schools  and  their  teaching 
hospitals  as  molecular  biology.”  The  whole  subject 
of  the  need  of  support  of  medical  schools  as  com- 
pared with  the  lavish  government  spending  on  re- 
search is  discussed  at  length.  Furthermore,  there 
is  brought  out  the  fact  that  students  now  are  sens- 
ing the  situation  and  apparently  on  the  verge  of 
demanding  a radical  change. 

Number  11  discusses  the  relation  of  the  govern- 
ment to  the  present  situation  in  medicine  and 
makes  it  clear  that  “more  Federal  control  seems 
inevitable,"  to  quote  the  headline.  This  is  discussed 
in  some  detail,  with  emphasis  on  the  possibility  of 
periodic  relicensing  examinations  to  “compel  doc- 
tors to  keep  their  skills  up  to  date.” 

The  final  instalment  of  the  series,  Number  12, 
re-emphasizes  clearly  the  urgent  need  for  reorgan- 
ization of  medical  care  which  includes  increased 
support  by  the  government  and,  of  course,  an  in- 
creased measure  of  government  control.  Unfortu- 
nately, this  appears  to  be  inevitable.  Medical  care 
for  all  the  people  is  essential,  and  it  is  clear  that 
this  is  not  available  at  present. 

Comment : — This  series  of  articles  presents  a 
good  summary  of  the  situation  in  which  the  people 
of  the  United  States  find  themselves  in  relation  to 
medical  care.  The  work  represents  a difficult  job 
which  involved  study  of  the  opinions  of  many  dis- 
tinguished people.  Although  the  detailed  discus- 
sions of  cardiac  surgery  and  cancer  appear  not  to 
be  clearly  relevant  to  the  main  purpose  of  the 
series,  they  are  good  articles  which  will  interest 
the  public  and  will  show  them  that  the  effort  and 
expense  involved  were  by  no  means  without  excel- 
lent results.  While  physicians  generally  are  well 
aware  of  the  situation  described,  one  can  hope  that 
these  articles  wall  have  a beneficial  effect  on  the 
public. 

Alex  M.  Burgess,  Sr.,  m.d. 

ASSISTANTS 

and  nurses  has  made  this  an  almost  mandatory 
development.  Several  schools  are  nowr  in  operation 
which  train  individuals  for  a variety  of  jobs.  Pa- 
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cific  iMedical  Center  in  San  Francisco  operates  a 
school  for  the  training  of  orthopedic  technical  as- 
sistants. Duke  University  offers  a two  year  course 
in  which  individuals  are  taught  to  assist  in  clinical 
and  laboratory  medical  research,  and  to  draw 
blood,  start  and  regulate  intravenous  infusions, 
intubate  the  gastrointestinal  tract,  perform  lumbar 
punctures,  and  carry  out  certain  tissue  biopsies. 
They  are  trained  to  monitor  vital  signs,  give  med- 
ications, and  keep  nursing  notes.  They  learn  also 
to  operate  a variety  of  equipment  such  as  electro- 
cardiographs and  respirators  and  to  carry  out  la- 
boratory studies,  such  as  blood  gases  and  blood 
chemistry,  commonly  performed  by  technicians. 

An  interesting  new  project  is  that  for  training 
“Pediatric  Associates”  to  be  initiated  at  the  Uni- 
versity of  Colorado  School  of  Medicine  with  the 
support  of  the  Carnegie  Corporation  and  the  Com- 
monwealth Fund.  Graduates  of  the  program  will 
receive  a Bachelor  of  Arts  degree  after  five  years, 
consisting  of  two  years  in  college  at  Boulder,  two 
years  at  the  medical  center  in  Denver,  and  finally 
a year  of  internship.  The  graduates  of  the  program 
will  be  able  to  do  well-baby  work,  such  as  physical 
examinations  and  immunization,  and  treat  minor 
ailments  such  as  respiratory  infections,  accidental 
injuries,  gastrointestinal  disturbances,  milder  aller- 
gies, and  mild  skin  disorders.  These  cover  80  per 
cent  of  the  pediatrician’s  load.  The  more  serious 
ailments  will  be  referred  for  major  pediatric  care. 
This  new  program  will  be  started  in  the  fall  of 
1969.  It  is  designed  to  fill  a need  among  all  eco- 
nomic groups.  With  the  support  of  the  Colorado 
State  Medical  Society  and  the  State  Chapter  of 
the  American  Academy  of  Pediatrics  the  necessary 
legislative  changes  will  be  sought,  leading  to  cer- 

SUGGESTION  FOR 

In  accordance  with  the  national  Blue  Cross  pol- 
icy of  developing  incentives  to  improve  and  reward 
efficiency  in  hospital  operations,  Rhode  Island 
Blue  Cross  and  the  Hospital  Association  of  Rhode 
Island  have  formed  a joint  task  force  to  pursue 
this  goal.  Chelcie  C.  Bosland,  Professor  Emeritus 
in  economics  at  Brown  University,  Vice-President 
of  Rhode  Island  Blue  Cross  and  a national  Vice- 
President  of  Blue  Shield,  has  been  elected  chair- 
man of  the  nine  member  committee.  Professor  Bos- 
land, a long-time  member  of  the  Boards  of  both 
Rhode  Island  Blue  Plans  and  a participant  of  long 
standing  in  public  affairs  in  the  state,  is  eminently 
qualified  to  undertake  this  challenging  initiative. 
Following  national  Blue  Cross  guidelines  the  local 
group  will  explore  any  problems  which  have  the 
potential  of  motivating  improved  efficiency  in  hos- 
pital operation,  including  but  not  limited  to  “fi- 
nancial and  reimbursement  incentives.” 


tification  by  the  Colorado  State  Board  of  Medical 
Examiners. 

In  Denver,  Colorado  also,  former  military  corps- 
men  are  used  in  emergency  ambulances  which  pick 
up  accident  and  medical  casualties,  using  the  same 
skills,  techniques,  and  organization  developed  in 
the  armed  forces.  It  is  recognized  by  all  surgeons 
that  these  same  types  make  excellent  operating 
room  surgical  technicians. 

Because  of  the  state  laws  and  licensing  regula- 
tions, resistance  from  the  nursing  hierachy,  inertia 
in  hospitals,  and  lack  of  money  for  training  pur- 
poses, little  has  been  done  in  the  United  States  to 
take  advantage  of  the  great  pool  of  medical  per- 
sonnel trained  in  the  military  services  and  the 
natural  aptitudes  of  many  other  young  Americans. 
Most  ex-corpsmen  drift  away  from  medical  pur- 
suits because  of  indifference  in  civilian  hospitals, 
inadequate  wage  scales,  and  almost  complete  ab- 
sence of  opportunity  for  advancement. 

A great  opportunity  presents  itself  in  Rhode 
Island  to  explore  this  field.  Developments  could 
proceed  in  two  directions:  1.  Further  training 

through  brief  courses  and  absorption  into  civilian 
hospitals  of  former  military  medical  corpsmen  in- 
terested in  pursuing  a paramedical  career;  2.  Es- 
tablishment of  two  year  programs  (possibly  jointly 
sponsored  by  hospitals  and  junior  colleges)  for 
the  education  and  training  of  certain  types  of 
physicians’  assistants.  Concomitant  explorations 
should  be  carried  out  as  to  changes  which  will  be 
necessary  in  medical  practice  statutes,  licensing 
regulations,  nursing  philosophy,  and  hospital  atti- 
tudes. 

The  need  is  great  and  the  rewards  could  be  rich 
indeed. 

THE  TASK  FORCE 

One  item  which  the  task  force  should  place  on 
its  agenda  for  early  exploration  is  means  of  pro- 
curement of  extended  care  facilities.  A bond  issue 
to  provide  revolving  funds  for  this  very  purpose, 
the  most  intelligent  product  of  the  Brosco  legis- 
lative commission  on  hospital  costs,  was  defeated 
by  the  voters  in  the  recent  election  in  a wave  of 
fear  over  increased  taxes.  A lamentable  short- 
sightedness of  this  sort  is  displayed  by  voters  of 
this  sovereign  state  from  time  to  time.  The  defeat 
provides  an  opportunity  to  reexamine  the  legisla- 
tion and  suggest  possible  improvements  or  modifi- 
cations that  may  make  it  more  attractive,  or  al- 
ternative approaches  to  accomplish  the  same  ob- 
jectives. 

The  need  for  vast  expansion  in  nursing  home 
and  extended  care  facilities,  brought  into  sharp 
facous  by  Medicare  regulations,  is  hardly  a con- 
(Continued  on  next  page) 
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troversial  issue.  The  location  and  method  of  fi- 
nancing may  be.  The  deficiency  is  so  great,  how- 
ever, that  various  approaches  and  locations  are 
probably  necessary  and  desirable.  The  lack  of 
such  beds  is  probably  more  drastic  in  areas  pe- 
ripheral to  the  metropolitan  core  — such  as  in 
Westerly  and  Woonsocket  — than  in  the  Provi- 
dence metropolitan  area  itself.. 

Recommendations  that  extended  care  facilities 
be  established  as  integral  units  of  general  hospitals 
appear  to  create  fear  of  competition  among  the 
operators  of  proprietary  institutions.  We  believe 
that  this  concern  is  unwarranted.  The  bed  deficit 
for  long-term  care  is  so  great  that  there  is  plenty 
of  opportunity  for  all  to  prosper,  in  both  the  pri- 
vate and  public  sectors.  The  overwhelming  need 
specifically  for  extended  care  facilities  (as  distinct 
from  nursing  homes)  is  now  more  fully  recognized. 
These  facilities  should  be  non-profit  in  nature  and 
financed  through  private  and  public  funds  in  ac- 


cordance with  individual  circumstances.  Only  when 
fully  merged  into  the  hospital  complex  is  transfer 
of  patients  back  and  forth  between  the  high  cost 
acute  beds  and  the  lower  cost  extended  care  beds 
possible.  When  it  is  feasible  conveniently  to  alter 
the  daily  cost  for  a patient  merely  by  moving  him 
by  elevator  or  through  a corridor  to  another  bed, 
only  then  will  such  transfer  readily  be  accepted 
by  the  patient,  his  family,  and  his  physician. 
There  are  many  patients  at  this  very  moment  in 
all  hospitals  in  the  state  to  whom  this  principle 
applies.  These  facts  do  not  in  any  way  affect  the 
need  for  many  more  chronic  care  and  nursing  home 
beds  — a deficiency  which  is  equally  great. 

Hospital  trustees,  despite  their  many  other  head- 
aches, must  very  soon  become  actively  involved 
in  the  problem  of  providing  extended  care  facilities 
in  their  institutions.  We  believe  that  this  is  a 
project  for  which  the  task  force  may  provide  the 
incentive. 


DARTMOUTH  M.D. 


In  the  Autumn  of  1960,  Dartmouth  College  held 
a convocation  on  “the  Great  Issues  of  Conscience 
in  Modern  Medicine.”  A distinguished  roster  of 
speakers  candidly  aired  the  expanding  problems 
presented  by  the  success  of  modern  science  and  its 
applications  to  medicine.  Answers  then  were  not 
easily  deduced  and  disagreements  in  debate  were 
numerous.  The  chairman  of  the  convocation  was 
Doctor  Rene  Dubos  of  the  Rockefeller  Institute, 
who  commented:  “Science  tells  us  how  to  do 
things,  but  never  tells  us  what  to  do  among  all 
the  things  that  could  be  done  . . . the  greatest 
difficulty  in  the  achievement  of  health  in  the  mod- 
ern world  will  not  come  from  learning  more  things 
and  learning  to  handle  a little  better  what  we  know, 
but  rather  from  all  sorts  of  social  limitations  that 
would  prevent  us  from  applying  the  knowledge 
that  we  have.” 

Dartmouth  Medical  School  has  now  picked  up 
the  challenge  from  Doctor  Dubos  and  elected  to 
attack  one  of  the  social  limitations  to  the  achieve- 


ment of  health,  the  supply  of  physicians.  On  De- 
cember 18,  1968,  Dartmouth  announced  a Com- 
monwealth Fund  grant  of  three-quarters  of  a mil- 
lion dollars  to  establish  a medical  program  leading 
to  a Dartmouth  M.D.  For  fifty-four  years  Dart- 
mouth has  had  a two  year  medical  course  that 
required  students  to  transfer  elsewhere  for  clinical 
instruction.  The  new  program  envisions  three  years 
of  undergraduate  instruction,  three  years  of  study 
culminating  in  the  M.D.,  and  finally  an  intergrated 
one  year  internship.  This  program  will  shorten 
from  eight  to  six  years  the  time  necessary  for  the 
doctor’s  degree,  but  permits  two  years  of  clinical 
work.  And  this  arrangement  for  interdigitation  of 
medical  school  and  internship  adroitly  compro- 
mises the  controversy  that  followed  the  recommen- 
dation of  the  Millis  report  advocating  elimination 
of  the  internship. 

Dartmouth  is  to  be  congratulated  on  its  forward 
step.  In  Rhode  Island  we  look  ahead  to  a similar 
announcement  from  Brown  and  the  appearance  of 
the  Brown  M.D. 


HOPE  IN  INDIA 


In  the  1968  Martin  Memorial  Lecture  delivered 
before  the  American  College  of  Surgeons,  Doctor 
William  G.  Pollard,  executive  director  of  the  Oak 
Ridge  Associated  Universities,  stated  that  man  had 
the  technical  ability  to  provide  for  10  billion  more 
people,  but  that  “the  tragedy  of  the  present  decade 
is  that  we  do  not  have  time  enough  to  carry  out 
the  immense  engineering  projects  needed.”  Doctor 
Pollard,  both  a trained  physicist  and  an  ordained 
Episcopal  minister,  added:  “The  technological, 

economic,  social  and  political  adjustments  which 

100 


would  be  necessary  to  add  20  billion  gallons  of 
additional  fresh  water  per  day  every  year  for  the 
remainder  of  this  century  are  simply  not  in  sight.” 
“In  the  meantime,”  he  concluded,  “there  seems  to 
be  no  way  to  avoid  famine  of  catastrophic  propor- 
tions by  the  early  1970’s  in  India,  Pakistan,  and 
China.” 

Writing  in  Foreign  Affairs,  S.  Chandrasekhar, 
Indian  Minister  for  Health  and  Family  Planning, 
analyzes  in  some  depth  the  problem  in  his  country 
and  what  is  being  done  about  it.  “The  Government 
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of  India  and  its  thoughtful  citizens,”  he  writes, 
“have  been  aware  of  the  problems  posed  by  the 
rapid  growth  of  India’s  population  during  the  past 
decade  and  a half;  but  the  adverse  economic  cir- 
cumstances of  the  last  two  or  three  years  brought 
home  to  them,  as  nothing  had  done  in  the  past, 
the  disturbing  nature  of  India’s  population  explo- 
sion. The  psychological  climate  necessary  for  the 
serious  implementation  of  the  family-planning  pro- 
gram had  arrived.” 

In  mid- 1968  the  pouplation  of  India  passed  520 
million,  one  of  every  seven  persons  in  the  world. 
Thus  2.4  per  cent  of  the  total  land  area  of  the 
earth  must  support  14  per  cent  of  its  population. 
A baby  is  born  there  every  one-and-a-half  seconds, 
or  21  million  births  a year  — a birth  rate  of  41 
per  thousand.  Eight  million  persons  die  annually, 
leaving  a net  gain  of  13  million,  equal  to  the  pres- 
ent population  of  Australia. 

The  major  cause  of  the  recent  high  rate  of 
growth,  however,  is  not  primarily  the  high  birth 
rate,  but  rather  improvement  in  health  conditions 
and  services.  Cholera,  malaria,  and  smallpox  have 
been  largely  under  control  and  may  soon  be  erad- 
icated. Life  expectancy  has  increased  from  32 
years  in  1950  to  51  years  in  1968.  During  the  past 
20  years  India  has  avoided  the  disaster  of  a major 
famine  by  remarkable  gains  in  agriculture  and  in- 
dustry. Bumper  crops  this  past  year  of  100  million 
tons  compare  to  some  65  million  tons  in  recent 
years.  National  income  has  increased  75  per  cent 
in  20  years.  But  in  these  same  20  years  India  has 
added  182.7  million  to  her  population.  As  a result 
the  per  capita  income  has  risen  only  from  248 
rupees  to  an  unimpressive  297. 

Because  of  these  depressing  statistics  the  Gov- 
ernment of  India  has  now  adopted  the  declared 


objective  of  reducing  its  birth  rate  from  41  per 
thousand  to  25  (or  20  if  possible)  as  soon  as  pos- 
sible. All  types  of  methods  of  birth  control  are 
being  experimented  with  — rhythm,  oral  contra- 
ceptives, the  IUD,  condom,  and  diaphragm.  Prob- 
lems of  indoctrination,  education,  and  cultural 
barriers  are  vast.  Sterilization  of  parents  has  found 
surprising  acceptance  — - 4.2  million  persons  who 
have  borne  at  least  three  children  have  voluntarily 
accepted  the  procedure.  Some  42  million  loops  have 
been  inserted.  Uncounted  numbers  of  condoms  have 
been  distributed.  They  are  sold  for  less  than  2 
cents  at  an  estimated  400,000  outlets  (Union  Car- 
bide India,  Western  Indian  Match  Company,  Lip- 
ton  India,  Hindustan  Lever,  Imperial  Tobacco 
India,  and  others.)  One  hundred  thousand  urban 
wives  have  been  put  on  the  pill.  Thousands  of 
family  planning  centers  have  been  set  up  and  hun- 
dreds of  thousands  of  personnel  trained  to  man 
these  centers.  The  minimum  age  for  marriage  has 
been  raised  from  14  to  15  years,  and  it  is  planned 
if  possible  to  increase  it  further.  By  these  various 
means  the  births  of  an  estimated  15  million  babies 
have  been  prevented.  A number  of  countries  have 
contributed  money  to  these  efforts  including  the 
United  States  which  has  so  far  subscribed  $30 
million. 

Chandrasekhar  concludes  eloquently:  “In  the 
India  of  my  dreams  no  citizen  shall  have  to  beg 
for  his  next  meal,  or  sleep  on  the  pavements  of 
our  city  streets,  or  live  a life  of  illiterate  darkness, 
or  suffer  from  a curable  or  preventable  disease,  or 
lead  a demoralized  life  of  enforced  idleness.  The 
future  citizens  of  this  ancient  land  must  have 
pride  in  their  cultural  heritage,  feel  dignity  as 
valued  members  of  the  community  and  hope  for 
an  ever  better  future  of  peace  and  prosperity  for 
their  children’s  children  yet  unborn.” 


THE  FUTURE  OF  THE  CHARLES  V.  CHAPIN  HOSPITAL 


I believe  that  the  best  use  of  this  facility  would 
be  in  the  field  of  extended  care  — an  extension  of 
hospitals,  specializing  in  recovery  and  rehabilita- 
tion. Many  beds  in  our  hospitals  are  occupied  by 
patients  who  need  no  intensive  care,  while  there 
is  a dangerous  lack  of  beds  for  acute  cases  and 
operations.  An  epidemic  or  a catastrophe  of  some 
kind  will  find  us  poorly  prepared. 

The  Chapin  would  need  no  expensive  apparatus, 
would  provide  for  only  the  minor  operations,  and 
would  need  no  highly  trained  personnel.  It  would 
serve  all  of  the  hospitals  in  the  State.  It  would  be 
administered  by  a superintendent  and  two  assist- 
ants, and  would  be  staffed  mostly  by  practical 
nurses  with  a few  trained  personnel.  The  governing 
board  would  consist  of  the  superintendents  of  the 
metropolitan  hospitals,  and  it  would  serve  them. 


Many  medicare  patients  would  be  admitted,  but 
it  should  not  be  a glorified  custodial  nursing  home. 
The  Chapin  could  borrow  the  services  of  a pathol- 
ogist, a radiologist,  and  other  specialists  as  needed. 
The  daily  rate  would  be  much  lower  than  in  the 
primary  hospitals. 

If  this  idea  appears  to  have  merit,  it  should  be 
submitted  to  the  administrators  of  Rhode  Island, 
Roger  Williams,  Miriam,  St.  Joseph’s,  Memorial, 
and  Kent  County  hospitals  for  their  opinion  and 
criticism. 

Chapin  hospital  is  not  needed  for  contagious 
diseases  now  that  so  many  of  these  illnesses  are 
prevented,  although  I don’t  know  where  we  would 
place  a case  of  smallpox  if  one  appeared.  Yet  this 
fine  hospital  should  not  just  sit  there  unused. 

H.  G.  Calder,  m.d. 
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TRI  STATE  REGIONAL  MEDICAL 
PROGRAM 

(Continued  from  Page  96) 

ition.  developed  by  the  best  qualified  people  of  the 
area,  of  the  strategic  concept  of  how  the  needs  of 
that  region  can  best  be  met  through  a system  of 
cooperative  arrangements  designed  to  make  avail- 
able to  every  person  within  the  region  opportunity 
to  obtain  health  care  of  high  quality.  The  individ- 
ual projects  will  be  judged  on  the  basis  of  whether 
they  will  indeed  serve  to  strengthen  these  arrange- 
ments and.  by  so  doing,  bring  about  a series  of 
functional  relationships  through  which  further  ad- 
vances in  health  care  can  be  implemented.  In  the 
final  analysis,  the  judgement  as  to  whether  projects 
will  serve  this  integrative  function  will  be  exer- 
cised at  the  local  level.'' 

All  sectors  of  the  individuals  and  agencies  repre- 
senting health  care  providers  and  health  care  conr 
sumers  have  become  involved  in  the  organization 
and  planning  of  Regional  Medical  Programs.  This 
may  be  seen  from  a breakdown  of  the  composition 
of  all  existing  Regional  Advisory  Councils  and 


Groups:* 

Practicing  Physicians  22% 

Medical  Center/School  officials  17 

Public  Members  16 

Voluntary  health  agencies  12 

Hospital  administrators  10 

Other  health  workers  9 

Public  health  officials  7 

Others  7 


)sa  mattery  of  history,  the  medical  care  system 
934  institutions,  and  779  organizations  participat- 
ing in  regional  medical  programs.  Hospitals  and 
medical  schools  predominated  among  institutions 
and  state  and  county  medical  societies  among  or- 
ganizations. 

ISSUES  AND  PROBLEMS 

Before  focusing  on  the  Tri-State  Regional  Med- 
ical Program  of  Massachusetts,  New  Hampshire, 
and  Rhode  Island,  frank  discussion  of  some  of  the 
issues  and  problems  arising  from  differing  view- 
points seems  desirable. 

Self-interest  Versus  Community  Responsibility 
As  a matter  of  history,  the  medical  care  system 
of  the  Tri-State  region,  as  in  other  areas  of  the 
United  States,  has  been  built  around  efforts  to 
meet  the  limited  needs  of  relatively  small  numbers 
of  people.  At  one  time,  the  system  consisted  pri- 
marily  of  the  familv  doctor  with  his  little  black 
bag.  He  was  equipped  to  deliver  almost  all  of  what 
was  known.  As  time  passed,  the  population  grew 
in  numbers  and  became  urbanized  and  suburban- 
ized. Meanwhile  medical  knowledge  and  skills  ex- 
panded and  became  more  complex.  Care  of  acute 

*From  Progress  Report,  Regional  Medical  Programs, 
Division  of  RMP,  N.I.H.  Bethesda,  Maryland,  1968. 


illness  became  hospital-centered.  Almost  any  family 
that  has  experienced  sickness  can  cite,  on  the  one 
hand,  examples  of  great  satisfaction  with  physicians 
and  hospital  sendees  and,  on  the  other  hand,  ex- 
amples of  difficulty  and  inconvenience  in  obtaining 
help  — irrespective  of  socioeconomic  circumstance. 

Group,  community,  and  regional  approaches  are 
being  attempted  in  an  effort  to  achieve  better, 
more  efficient,  and  more  economical  delivery  of 
medical  care.  The  independent  professional  and 
the  freestanding  voluntary  institution  may  at  first 
see  these  fresh  approaches  as  threats  to  his  or  its 
autonomy. 

It  is  possible,  though  not  easy,  to  make  progress 
against  the  weight  or  tradition  and  preservation  of 
the  status  quo.  Some  students  of  regional  medical 
systems  have  observed  that  the  single  and  most 
important  factor  militating  against  complete  inte- 
gration of  services  in  the  interest  of  the  various 
professional  groups  in  promoting  or  maintaining 
their  own  interests  and  status. 

In  other  words,  a major  force  that  has  worked 
against  professional  and  institutional  acceptance  of 
community  and  regional  responsibility  is  narrow 
self-interest.  Since  self-interest  is  a more  or  less 
universal  characteristic,  as  commonly  observed  in 
university  department  chairmen  as  in  rural  genera] 
practitioners,  recognition  helps  understanding,  but 
solves  few  problems,  unless  we  change  a word.  En- 
lightned  self-interest  dictates  that  the  individual 
think  of  more  than  his  own  present  interests  and 
that  the  group  broaden  its  conception  of  the  ob- 
jectives it  must  defend.  The  voluntary  solution 
of  social  problems  lies  in  identification  of  common 
interests  and  opportunities. 

THE  COMMUNICATIONS  GAP 

The  basic  assumption  made  by  the  President’s 
Commission  justifying  the  heart  disease,  cancer, 
and  stroke  program  was  that  there  was  a large  gap 
between  what  was  known  about  these  diseases  in 
the  medical  centers  and  what  was  being  done  about 
them  in  everyday  medical  practice.  This  possibility 
was  recognized  in  the  law  as  enacted.  One  aim  of 
the  RMP  law  is  ‘‘'to  afford  the  medical  profession 
and  the  medical  institutions  of  the  nation.  . .the 
opportunity  of  making  available  to  their  patients 
the  latest  advances  in  the  diagnosis  and  treatment 
of  these  diseases. . 

The  nature  of  the  gap  was  not  fully  analyzed, 
but  an  invidious  interpretation  was  possible.  It 
could  be  inferred  that  the  ordinarv  do'To'-  was  let- 
ting his  patients  down:  that  the  highest  quality  of 
medical  care  was  to  be  found  in  the  medical  oenter 
and  not  in  the  community.  As  a result,  it  was  im- 
plied many  persons  might  be  dying  who  could  be 
saved. 

The  effect  of  such  a generalization  was  unfair. 

(Continued  on  Page  103) 


102 


Rhode  Island  Medical  Journal 


tlOW 

she  can 


hanks  to 


ButilSOL 


he  "daytime  sedative”  for 
veryday  situational  stress 


'hen  stress  is  situational — environmental  pressure, 
orry  over  illness — the  treatment  often  calls  for  an 
lxiety-allaying  agent  which  has  a prompt  and 
edictable  calming  action  and  is  remarkably  well 
lerated.  Butisol  Sodium  (sodium  butabarbital) 
eets  this  therapeutic  need. 

fter  30  years  of  clinical  use  . . . still  a first  choice 
nong  many  physicians  for  dependability,  safety  and 
onomy  in  mild  to  moderate  anxiety. 
ontraindications:  Porphyria  or  sensitivity  to 
irbiturates. 

ecautions:  Exercise  caution  in  moderate  to  severe 
-patic  disease.  Elderly  or  debilitated  patients  may 
act  with  marked  excitement  or  depression. 
dverse  Reactions:  Drowsiness  at  daytime  sedative 
)se  levels,  skin  rashes,  “hangover”  and  systemic 
sturbances  are  seldom  seen. 
rarning:  May  be  habit  forming. 
sual  Adult  Dosage:  As  a daytime  sedative, 

) mg.  (M  gr.)  to  30  mg.  gr.)  t.i.d.  or  q.i.d. 
vailable  for  daytime  sedation:  Tablets,  15  mg.  (X  gr-). 

1 mg.  (‘A  gr.);  Elixir,  30  mg.  per  5 cc.  (alcohol  7%). 

UTICAPS®  [Capsules  Butisol  Sodium  (sodium  butabarbital)] 
mg.  (Ji  gr.),  30  mg.  ( '}/2  gr.). 

McNEII ) 

:Neil  Laboratories,  Inc.,  Fort  Washington,  Pa. 


In  childhood 


Warnings:  Lomotil  should  be  used  with  caution  in 
patients  taking  barbiturates  and  with  caution,  if  not 
contraindicated,  in  patients  with  cirrhosis,  advanced 
liver  disease  or  impaired  liver  function. 
Precautions:  Lomotil  is  a Federally  exempt  narcotic 
with  theoretically  possible  addictive  potential  at 
high  dosage;  this  is  not  ordinarily  a clinical  prob- 
lem. Use  Lomotil  with  considerable  caution  in 
patients  receiving  addicting  drugs.  Recommended 
dosages  should  not  be  exceeded,  and  medication 
should  be  kept  out  of  reach  of  children.  Should  ac- 
cidental overdosage  occur,  signs  may  include  severe 
respiratory  depression,  flushing,  lethargy  or  coma, 


hypotonic  reflexes,  nystagmus,  pinpoint  pupii 
tachycardia;  continuous  observation  is  necessary.  I 
Adverse  Reactions : Side  effects  reported  wi«  :• 
Lomotil  therapy  include  nausea,  sedation,  dizzine] 
vomiting,  pruritus,  restlessness,  abdominal  discoil 
fort,  headache,  angioneurotic  edema,  giant  urticar  J 
lethargy,  anorexia,  numbness  of  the  extremiti  j 
atropine  effects,  swelling  of  the  gums,  euphorJ 
depression  and  malaise.  Respiratory  depression  a> 
coma  may  occur  with  overdosage. 

Dosage:  The  recommended  initial  daily  dosagj 
given  in  divided  doses  until  diarrhea  is  controlk 
are  as  follows: 


liarrheas . . . 


• careful  supervision 

• electrolyte  replacement 

• specific  anti-infective  therapy 
and... 

LOMOTIE 

TABLETS/LIQUID 

Each  tablet  and  each  5 cc.  of. liquid  contains: 

diphenoxylate  hydrochloride 2.5  mg. 

( Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 

LOMOTIL,  in  conjunction  with  specifically  indicated  medical 
management,  may  be  lifesaving  in  children  with  severe 
diarrhea. 

Lomotil  lowers  the  excessive  intestinal  propulsion  characteristic 
of  diarrhea.  This  reduction  of  precipitate  intestinal  flow  allows  a 
normal  or  more  nearly  normal  reabsorption  of  fluid  and  electrolytes 
and  counteracts  the  dehydration  so  hazardous  to  children. 

Moreover,  eight  years’  experience  has  demonstrated  that  Lomotil 
controls  diarrhea  with  a minimum  of  unwanted  secondary  actions. 

Senra  del  Valle  and  his  associates1  conducted  a study  of  477 
children  with  diarrhea,  most  of  whom  were  hospitalized  with  the 
disorder.  Lomotil,  used  in  407  of  the  children,  shortened  the  dura- 
tion of  the  diarrhea. 

Grinszpan,  Goldstein  and  Divito2  used  Lomotil  in  20  children 
with  diarrhea  and  also  reported  a prompt  disappearance  of  diarrhea. 
Harris  and  Beveridge1  in  a double-blind  study  of  50  children  with 
diarrhea,  however,  found  no  clear  pattern  to  suggest  that  Lomotil 
influenced  the  course  of  the  condition. 

Michener,  Brown  and  Turnbull4  added  evidence  supporting  the 
beneficial  effects  of  Lomotil  in  80  children,  concluding  that  Lomotil 
was  highly  useful  in  controlling  abdominal  cramping,  diarrhea  and 
hypermotility. 


lildren:  Total  Daily  Dosage 

5-6  mo.  . . . 1/2  tsp.*  t.i.d.  (3  mg.) . jj  | 

5-12  mo.  . . 1/2  tsp.  q.i.d.  (4  mg.)  jj  jj  | jj 

L-2yr 1/2  tsp.  5 times  daily  (5  mg.)  ^ jj  jl  jj  f 

’-5yr 1 tsp.  t.i.d.  (6  mg.)  | | jj 

5-8 yr 1 tsp.  q.i.d.  (8  mg.)  | f jj  1 

1-12 yr.  ...  1 tsp.  5 times  daily  (10  mg.)  j jj  j t jj 

lults: ....  2 tsp.  5 times  daily  (20  mg.)  M it 
or  2 tablets  q.i.d.  ee  es>  oe 

>ed  on  4 cc.  per  teaspoonful. 

aintenance  dosage  may  be  as  low 
s one-fourth  the  initial  daily  dosage. 
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Just  one  tablet  at  bedtime  • Prevents  pain- 
ful night  leg  cramps  • Permits  restful  sleep 

How  many  of  your  patients  stamp  their  feet  at  night 
and  lose  sleep  because  of  painful  leg  cramps?  Un- 
less prompted,  they  usually  fail  to  report  this  dis- 
tressing condition  and  suffer  needlessly. 

One  tablet  of  QUINAMM  at  bedtime  usually  con- 
trols distressing  night  cramps  and  permits  restful 
sleep  with  the  initial  dose. 


Prescribing  information  — Composition:  Each  white,  beveled, 
compressed  tablet  contains:  Quinine  sulfate,  260  mg.,  Amino- 
phylline,  195  mg.  Indications:  For  the  prevention  and  treat- 
ment of  nocturnal  and  recumbency  leg  muscle  cramps,  in- 
cluding those  associated  with  arthritis,  diabetes,  varicose 
veins,  thrombophlebitis,  arteriosclerosis  and  static  foot  de- 
formities. Contraindications:  QUINAMM  is  contraindicated  in 
pregnancy  because  of  its  quinine  content.  Side  Effects/ 
Precautions:  Aminophylline  may  produce  intestinal  cramps 
in  some  instances,  and  quinine  may  produce  symptoms  of 
cinchonism,  such  as  tinnitus,  dizziness,  and  gastrointestinal 
disturbance.  Discontinue  use  if  ringing  in  the  ears,  deafness, 
skin  rash,  or  visual  disturbances  occur.  Dosage:  One  tablet 
upon  retiring.  Where  necessary,  dosage  may  be  increased  to 
one  tablet  following  the  evening  meal  and  one  tablet  upon 
retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
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It  did  not  take  into  account  that  the  community 
practitioner  might  have  his  hands  full  with  the 
treatment  of  more  common,  but  less  catastrophic, 
conditions  that  are  the  sources  of  vast  amounts  of 
disability  and  discomfort.  These  include  acute  and 
chronic  respiratory  infections,  injuries,  arthritis, 
allergies,  pregnancies,  anxieties,  depressions,  and 
so  on. 

Also,  opportunities  for  massive  prevention  of 
some  of  the  leading  causes  of  death  will  probably 
depend  not  so  much  on  further  advances  of  know- 
ledge, but,  most  of  all,  on  changing  the  living, 
eating,  exercising,  drinking,  and  smoking  habits  of 
millions  of  people;  this  in  turn  depends  on  their 
education,  understanding,  and  choice.  The  prac- 
titioner can  advise  his  patients  to  lose  weight  or 
stop  smoking  cigarets,  but  his  preoccupation  is 
with  the  care  of  the  sick  who  fill  his  appointment 
book  and  waiting  room. 

Responsible  medical  leaders  have  expressed 
doubts  about  how  real  is  the  gap  between  new  and 
useful  knowledge  and  its  general  application.  The 
gap  exists  in  certain  specific  instances,  such  as  the 
routine  use  of  the  modern  smear  test  in  the  early 
detection  and  prevention  of  cervical  cancer.  Obvi- 
ously, the  knowledge  may  be  more  neglected  than 
new.  In  other  more  general  circumstances,  the  gap 
is  more  difficult  to  evaluate.  Of  course,  there  is 
nothing  new  about  the  instance  that  there  is  a gap. 
It  was  on  this  basis  that  the  Rockefeller  Foundation 
and  state  health  departments  pursued  the  campaign 
against  hookworm  disease  in  the  South  55  years 
ago.  In  seeking  to  eradicate  this  disease,  they  dem- 
onstrated, however,  that  the  know-how  was  insuf- 
ficient for  complete  or  permanent  control,  and  that, 
as  Dr.  Frederick  Russell  said,  the  gap  lay  between 
what  science  knew  and  what  it  needed  to  know. 
The  situation  was  equally  true  for  yellow  fever  and 
malaria  control.  Intensive  attempts  to  apply  some 
knowledge  showed  that  much  more  was  needed. 

Some  general  comments  may  be  useful  in  pre- 
venting a misunderstanding  as  the  Tri-State  Re- 
gional Medical  Program  develops.  As  ordinarily 
conceived,  “high-quality  medical  care”  is  assumed 
to  join  laboratory  research  with  clinical  health  care 
for  the  benefit  of  the  patient.  But  such  fundamen- 
tal questions  as  these  arise: 

1.  Can  the  research  knowledge  benefit  patients 
or  does  it  mainly  increase  scientific  under- 
standing of  the  phenomenon  without  improve- 
ment in  disease  control? 

2.  Is  the  knowledge  or  skill  something  any 
doctor  can  use  if  he  obtains  additional  training 
or  does  it  lie  beyond  the  capacities  of  some  or 
many  practitioners? 

3.  Can  a nurse  or  other  health  professional 


apply  the  knowledge  or  skill  just  as  well? 

4.  Is  it  something  that  requires  technological 
facilities  and  consultation  not  readily  avail- 
able at  the  local  level? 

5.  Under  (a)  average  versus  (b)  optimum  con- 
ditions, what  significant  difference  will  appli- 
cations of  the  knowledge  or  skills  make  in  the 
outlook  for  patients? 

6.  What  health  care  measures  should  have  the 
highest  priority? 

Another  kind  of  gap  can  be  objectively  identified, 
is  beyond  dispute,  and  involves  no  unfair  compar- 
isons. This  lies  in  the  fact  that  some  people  have 
adequate  care  available  to  them  and  others  do  not. 
This  is  a gap  in  coverage  and  utilization.  It  is  often 
due  to  a shortage  of  primary  care  services  at  places 
and  times  convenient  to  the  consumers.  It  is  not 
simply  a shortage  in  numbers  of  health  profession- 
als, but  in  kinds.  The  family  physician  is  in  short 
supply  in  many  areas,  but  there  is  also  a shortage 
of  some  types  of  medical  specialists,  as  well  as  of 
dentists,  nurses,  technicians,  and  others. 

CATEGORICAL  VERSUS  COMPREHENSIVE 

The  Report  of  the  President’s  Commission  on 
Heart  Disease,  Cancer,  and  Stroke  emphasized 
these  diseases  as  the  source  of  more  than  70  per 
cent  of  deaths  in  the  United  States.  The  great  ma- 
jority of  these  occur  in  persons  over  65  years  of 
age. 

Numerically,  these  three  major  causes  of  death 
are  not  the  chief  reasons  why  people  seek  medical 
care,  or  indeed  are  they  the  only  major  causes  of 
disability  in  the  total  population.  The  surveys  of 
the  National  Center  for  Health  Statistics  show  that 
Americans  outside  of  institutions  undergo  nearly 
three  billion  days  of  disability  (restricted  activity) 
per  year.  The  total  is  divided  almost  evenly  between 
(1)  acute  illnesses  and  injuries  and  (2)  chronic 
conditions.  Acute  infections  and  injuries  are  the 
leading  cause  of  disability  among  children  and 
young  adults.  The  leading  chronic  conditions  among 
children  are  allergies,  sinusitis,  bronchitis,  and  other 
respiratory  conditions  plus  orthopedic  problems. 
Heart  diseases  head  the  list  among  chronic  dis- 
abilities in  the  adult  population,  followed  bv  arth- 
ritis and  rheumatism,  and  mental  and  nervous  con- 
ditions. 

The  typical  private  practitioner  does  not  think 
of  himself  as  primarily  engaged  in  saving  lives,  but 
rather  in  care  of  his  patients.  Taking  patients  as 
they  come  through  his  door,  he  does  not  see  them 
as  having  heart  disease,  cancer,  or  stroke,  but  as 
people  who  are  troubled  and  sick.  He  listens,  he 
examines,  he  tests,  he  advises,  and  he  prescribes. 
His  approach  is  comprehensive  rather  than  cate- 
gorical. 

Even  with  a disease  as  massively  fatal  as  myo- 
(Continued  on  next  page) 


TRI-STATE  REGIONAL  MEDICAL  PROGRAM 


103 


cardial  infarction  60  per  cent  of  those  suffering  a 
heart  attack  survive  it.  The  doctor's  predominant 
concern  is  with  care  of  those  who  will  continue 
living  and  only  occasionally  with  the  threat  of 
death.  Despite  the  emphasis  on  lifesaving,  the 
larger  gain  of  adequate  medical  care  lies,  in  the 
light  of  existing  knowledge,  in  the  reduction  of 
disability  and  discomfort.  These  are  qualitv-of-life 
considerations. 

As  Dr.  Sidney  Farber  has  pointed  out,  and  the 
Regional  Medical  Programs  have  increasingly  rec- 
ognized, there  need  be  no  conflict  between  the 
categorical  and  comprehensive  approaches.  Heart 
disease,  cancer,  and  stroke  cannot  be  isolated  from 
the  total  spectrum  of  disease,  disability,  and  death 
from  any  cause  or  combination  of  causes.  Indeed, 
adequate  care  of  patients  with  these  categorical 
diseases  depends  on  the  availability  and  accessibil- 
ity of  health  care  designed  to  meet  total  needs. 
From  the  total  base,  heart  disease,  cancer,  and 
stroke  may  be  identified  for  special  attention. 

COMPREHENSIVE  HEALTH  CARE  AND 
REGIONAL  PLANNING 

Some  concern  has  arisen  because  heart  disease, 
cancer,  stroke,  and  related  diseases  were  singled 
out  for  attack  in  the  regional  medical  care  legis- 
lation. whereas  state  and  area  wide  planning  for  all 
forms  of  services  from  environmental  health  and 
primary  care  to  rehabilitation  became  the  target 
of  the  Comprehensive  Health  Care,  or  Partnership 
in  Health,  law  passed  by  the  Congress  the  follow- 
ing year  (1966).  It  appeared  that  Congress  had 
readjusted  its  sights,  but  in  so  doing  had  created 
competition  between  efforts  more  closely  aligned 
with  state  governments.  Rather  promptly,  health 
care  professionals  began  to  talk  about  the  time 
w'hen  the  paths  of  regional  medicine  and  compre- 
hensive health  care  planning  must  converge,  but 
Federal  policy  and  direction  remained  unclear. 

It  is  the  policy  of  the  Tri-State  Regional  Medical 
Program  that  it  will  seek  to  coordinate  and  inte- 
grate its  activities  with  those  of  the  Comprehensive 
Health  Planning  groups  (Public  Law  89-749)  in- 
sofar as  possible.*  The  program  does  not  recognize 

*The  Comprehensive  Health  Planning  and  Public 
Health  Service  Amendments  of  1966  (Public  Law 
89-749),  also  known  as  the  Partnership  in  Health 
legislation,  constitutes  the  first  Lnited  States  law 
recognizing  health  care  as  a human  right  ( The 
Congress  declares  that  fulfillment  of  our  national 
purpose  depends  on  promoting  and  assuring  the 
highest  level  of  health  attainable  for  every  person 

Section  314  of  the  Public  Health  Service  Act  (42 
U.S.C.  246)  is  amended  to  provide  grants  for  com- 
prehensive health  planning  under  state  auspices.  To 
■qualify  for  support  a state  plan  must  (a)  Designate 
a single  state  agency  solely  responsible  for  super- 
vision of  state  health  planning,  (b)  Establish  a state 
health  planring  council  including  representatives  of 
state  and  voluntary  health  agencies  and  consumers 


the  possibility  of  competing  or  duplicating  interests, 
or  jurisdictional  disputes,  having  any  real  validity. 
The  philosophy  of  both  laws  is  one  of  flexibility 
and  diversity  in  various  voluntary  efforts,  and 
both  aim  at  a maximum  of  participation  and  in- 
volvement of  health  care  providers  and  consumers. 
Both  would  engage  the  program  in  a variety  of  ex- 
perimental and  innovative  plans  and  projects  to  im- 
prove the  organization  and  delivery  of  health  care 
to  the  people.  The  principal  thrust  of  “749"  in  the 
medical  care  area  is  to  plan  for  organization  of 
services;  that  of  Regional  Medical  Programs  is  to 
help  the  doctor,  the  nurse,  other  members  of  the 
health  team,  and  the  institutions  with  which  they 
are  associated,  to  give  better  care  to  patients.  Both 
approaches  are  essential. 

ORGANIZATION  OF  PROGRAM 

The  Medical  Care  and  Education  Foundation 
was  incorporated  in  Xew  Hampshire  on  March  10, 
1967,  for  the  purpose  of  sponsoring  a Regional 
Medical  Program  in  Massachusetts,  New  Hamp- 
shire, and  Rhode  Island. 

The  Board  of  Trustees  (22  members)  is  advised 
by  the  Tri-State  Regional  Advisory  Group  (63 
members).  The  Trustees  and  Advisory  Group  are 
interdependent.  There  can  be  no  regional  program 
or  projects  without  the  cooperation  of  both.  The 
chief  government,  professional,  educational,  patient 
care,  and  voluntary  health  agencies,  as  well  as  the 
public,  are  represented  on  both. 

State  Advisory  Committees  from  the  three  states 
are  represented  on  the  Regional  Advisory  Group. 

The  Staff  administers  the  program  under  the 
direction  of  the  Trustees  and  with  the  advice  of 
the  Regional  Advisory  Group. 

THE  TRUSTEES: 

1.  Appoint  members  of  the  Regional  Advisory 
Group,  Professional  Consultant  Panel,  and  Execu- 
tive Director,  taking  into  consideration  suggestions 
coming  from  the  Regional  Advisory  Group  and 
State  Committees. 

of  health  services  as  as  advisory  group,  (c)  Formu- 
late policies  and  procedures  designed  to  provide  for 
comprehensive  state  planning  for  health  services, 
(d)  Encourage  cooperative  efforts  among  govern- 
mental or  non-governmental  agencies  or  groups 
concerned  with  health  services,  (e)  Provide  assur- 
ances that  grants  received  will  he  used  to  supple- 
ment and  to  increase,  rather  than  to  replace,  health 
funds  otherwise  available,  (f)  Provide  administra- 
tive methods  necessary  for  the  proper  and  efficient 
operation  of  the  plan,  and  (g  through  j)  Meet  cer- 
tain requirements  for  fiscal  responsibility  and  ac- 
countability. 

State  allotments  are  made  on  the  basis  of  popula- 
tion and  per  capita  income.  Grants  were  also  au- 
thorized to  cover  all  or  part  of  the  costs  of  projects 
for  training,  studies,  or  demonstrations  looking 
toward  the  development  of  improved  or  more  ef- 
fective comprehensive  health  planning  throughout 
the  Nation. 
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2.  Determine  basic  program  and  policy  in  co- 
operation with  the  Regional  Advisory  Group. 

3.  Approve  all  operational  project  proposals 
made  to  Washington.  By  law,  none  disapproved 
by  the  Regional  Advisory  Group  can  be  forwarded. 

4.  Administer  and  evaluate  projects  which  are 
eventually  funded. 

5.  Are  fiscally  responsible  agents. 

REGIONAL  ADVISORY  GROUP : 

1.  Advises  Trustees  and  staff  on  overall  objec- 
tives, basic  development  of  the  regional  program, 
and  its  evaluation. 

2.  Sees  all  operational  grant  proposals  and  rec- 
omends approval  or  disapproval,  using  members  of 
Professional  Consultant  Panel  and  staff  as  indi- 
cated. 

3.  Encourages  cooperation  among  institutions, 
organizations,  health  personnel,  and  state  and  local 
health  agencies. 

4.  Alerts  itself  to  the  needs  of  all  areas  in  the 
region,  seeing  that  each  receives  consideration. 

5.  Submits  an  annual  statement  to  the  national 
office  of  Regional  Medical  Programs  evaluating  the 
effectiveness  of  the  regional  cooperative  arrange- 
ments (regionalization)  established  in  the  Tri- 
State  area. 

STATE  COMMITTEES : 

1 . Define  State  health  needs  and  stipulate  plan- 
ning in  each  state  and  in  local  medical  service  areas. 

2.  Assist  in  developing  proposals  for  meeting 
these  needs  and  express  opinions  on  all  proposals 
involving  their  own  states  before  these  proposals 
are  submitted  to  Regional  Advisory  Group.  The 
expression  of  these  opinions  is  not  an  authoritative 
action  but  merely  permits  the  State  Committee  to 
consider  a proposal  before  it  is  submitted  to  the 
Regional  Advisory  Group. 

3.  Express  opinions  on  the  appropriateness  of 
all  proposals  through  representation  on  the  Region- 
al Advisory  Group.  It  is  understood  that  members 
of  the  Regional  Advisory  Group  vote  as  individuals 
and  not  merely  as  representatives  of  their  states. 

4.  Suggest  individuals  for  appointment  by 
Trustees  as  professional  consultants. 

5.  Work  with  other  state  planning  groups. 

6.  Advise  staff,  Regional  Advisory  Group,  and 
Trustees  on  special  problems  affecting  each  state 
and  on  interstate  cooperation. 

PROFESSIONAL  CONSULTANT  PANEL: 

1.  Advises  staff,  Trustees,  Regional  Advisory 
Group,  and  State  Committees  on  specific  problems, 
policies  and  priorities. 

2.  Evaluates  or  advises  on  choice  of  evaluators 
on  specific  planning  or  operational  projects. 

3.  Suggests  those  from  outside  the  area  who 
will  be  useful  to  the  Tri-State  Program. 

4.  Identifies  new  scientific  advances  for  RMP 
implementation. 


5.  Defines  criteria  for  best  possible  care  of 
patients  with  heart  disease,  cancer,  or  stroke. 

The  focus  of  the  evaluation  by  the  scientific 
advisors  will  be  on  the  scientific  and  professional 
merit  of  the  proposed  operations  or  policies.  The 
members  of  the  Regional  Advisory  Group  and  the 
Trustees  make  value  judgements. 

Persons  from  the  institutions  applying  for  assis- 
tance will  obviously  not  advise  on  requests  from 
that  institution.  Efforts  will  also  be  made  to  have 
persons  from  other  states  involved. 

STAFF: 

1 . Is  responsible  for  administration  of  the  ap- 
proved program  as  the  agent  of  the  Trustees. 

2.  Serves  all  constituent  groups  in  the  organ- 
ization, attends  meetings,  and  provides  a channel 
for  communication. 

3.  Provides  professional  leadership  for  program, 
including  assistance  with  the  preparation  of  appli- 
cations. 

4.  Stimulates  action  through  the  state  and  uni- 
versity coordinators  and  facilitates  communications 
to  and  from  state  and  local  areas,  and  maintains 
relations  with  professional  groups,  governmental 
and  voluntary  agencies,  educational  institutions, 
and  the  public. 

NATIONAL  GUIDELINES 

Guidelines  provided  by  the  national  program  lay 
down  many  specific  administrative  conditions. 
They  emphasize  that  the  goal  of  the  program  must 
focus  on  the  patient  and  on  influencing  present  ar- 
rangements for  health  services  in  a manner  that  will 
permit  the  best  in  modern  medical  care  to  be  more 
available  to  the  practitioner,  his  patient,  and  all 
citizens.  The  means  by  which  the  goal  mav  be 
achieved  are  as  follows: 

1.  The  process  of  regionalization  — that  is,  the 
establishment  of  regional  cooperative  arrangements, 
both  functional  and  geographic  in  character.  Such 
arrangements  should  be  directed  toward  enhancing 
the  skills  of  all  personnel  involved  in  the  health 
care  program,  improving  its  organization,  and  de- 
fining and  providing  those  facilities  required  for 
optimal  care  of  patients.  These  goals  may  be  achie- 
ved through  education,  research,  or  demonstration 
programs,  by  providing  improved  facilities,  and  by 
the  movement  of  patients  to  secure  for  them  the 
benefit  of  optimal  skills  and  facilities.  Cooperative 
arrangements  may  involve  a variety  of  geographic 
areas  and  functional  arrangements  — a central 
city  area,  a rural  complex,  more  cooperative  ar- 
rangements among  medical  schools  and  community 
hospitals,  nursing  homes,  home  care  services,  among 
laboratory  services,  or  the  like.  Attention  must  be 
particularly  directed  to  regional  use  of  scarce  and 
highly  specialized  facilities,  skills,  and  sendees  for 
which  there  is  a limited  demand. 

(Continued  on  next  page) 
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A regional  medical  program  must  be  viewed  as 
an  evolutionary  process.  It  must  not  be  conceived 
as  a specific  plan  to  be  drawn  up  and  imposed  upon 
the  area.  It  involves  the  continual,  active  partici- 
pation of  the  providers  of  and  receivers  of  service. 

2.  Basic  to  program  development  is  the  identif- 
ication or  inventory  of  health  resources,  facilities, 
personnel,  and  programs  already  available  and  of 
gaps  in  services.  These  inventories  must  be  con- 
tinuously used  and  kept  current. 

3.  Operational  objectives  and  priorities  must 
be  continually  reviewed  in  order  most  effectively 
to  use  limited  manpower,  facilities  and  financing. 

4.  Continuing  quantitative  and  qualitative  eval- 
uation of  results.  Specific  ongoing  activities  and 
programs  must  be  designed  so  that  data  will  re- 
sult which  will  be  useful  in  determining  the  degree 
of  success  achieved. 

5.  Coordination  of  RMP  with  other  health  pro- 
grams to  avoid  duplication. 

TRI-STATE  GUIDELINES 

The  Tri-State  Regional  Medical  Program  func- 
tions within  national  goals  and  plans.  Its  goal  is  a 
step-by-step  development  of  a regional  medical 
program  using  cooperative  arrangements  to  streng- 
then programs,  resources,  and  personnel  in  the  re- 
gion. It  particularly  recognizes  the  following: 

1.  The  importance  of  involving  in  the  planning 
process  both  the  providers  and  consumers  of  service 
and  the  many  voluntary  and  publicly  supported 
agencies  working  in  the  health  field. 

2.  The  varying  character  of  the  region.  Local 
medical  service  areas  must  be  determined  for  ef- 
fective planning  and  program  development.  Some 
are  already  evident;  others  await  definition.  Each 
local  medical  sendee  area  must  participate  in  iden- 
tifying the  goals  and  in  planning  the  cooperative 
arrangements  to  be  made  among  the  providers  of 
service. 

3.  The  importance  of  relating  the  Tri-State 
program  to  other  developments  in  and  contiguous 
to  the  region,  assisting,  where  appropriate,  through 
joint  financial  support  or  otherwise.  Such  cooper- 
ative planning  is  essential  if  further  fragmentation 
is  to  be  avoided. 

4.  Although  the  three  states  and  their  adjoin- 
ing medical  service  areas  have  somewhat  different 
problems,  all  are  functionally  part  of  a larger 
region  and  are  partially  dependent  on  each  other 
for  major  resources  and  direct  or  indirect  patient 
care  activities. 

5.  The  desirability  of  enlisting  the  rich  medical, 
scientific,  intellectual  and  economic  resources  of 
the  area  is  recognized. 

6.  Health  services  are  so  fragmented  that  plan- 
ning by  one  profession  or  group  without  partici- 
pation of  other  parties  or  agencies  involved  should 
be  avoided. 


TRI-STATE  GOALS 

Immediate,  short-term,  and  long-range  goals 
overlap  and  interact,  and  some  will  evolve  over 
time,  but  the  following  classification  may  be  help- 
ful in  clarifying  the  Tri-State  program  and  its 
priorities: 

Immediate  and  Short-Term  Chiefly  Concern- 
Goals  ed 


1.  Overall  organization  (in 
progress) 

a.  Develop  statement  of  goals, 
program  priorities,  guidelines, 
procedures. 

b.  Establish  appropriate  rela- 
tions with  other  state  and  re- 
gional planning  groups. 

c.  Enlist  active  participation  of 
professional  societies  and  vol- 
untary agencies  in  developing 
Regional  Medical  Program. 

d.  Fact-Finding 

Locate  and  collate  information 
on  facilities  (hospitals,  nursing 
homes,  training  centers,  etc.) 
in  region  with  characteristics  of 
population  they  serve. 


e.  Prepare  medically  sound  and 
realistic  statements  of  optimal 
care  for  selected  types  of  pat- 
ients, particularly  those  in 
which  improved  care  could 
bring  immediate  pay-offs  at  a 
reasonable  cost. 

f.  Map  out  possible  and  appro- 
priate subregions  cooperatively 
with  other  planning  groups,  es- 
pecially those  concerned  with 
comprehensive  health  planning. 


Trustees,  Reg- 
ional Advisory 
Group,  Staff 

Staff,  State  Com- 
mittees 

Staff,  State  Com- 
ittees,  Regional 
Advisory  Group 


Staff,  Voluntary 
Organizations, 
State  and  Feder- 
al Government, 
Universities,  and 
other  research 
groups 

Professional  con- 
sultant panel,  ad 
hoc  specialist 
groups,  and  staff 


State  Commit- 
tees, State  Coor- 
dinators 


g.  Seek  out  most  scarce  resour-  Result  of  Fact- 
ces  in  region,  propose  ways  of  Finding,  Staff, 
using  them  most  efficiently.  Medical  School 

Coordinators, 
Regional  Advis- 
ory Group 

Long-Range  Goals  (5  to  10  years ) 

1.  Improve  the  quality  of  patient  care  with 
special  emphasis  on  prevention,  diagnosis,  and  treat- 
ment of  cancer,  heart,  stroke  and  related  diseases. 

2.  Assist  in  setting  up  the  framework  for  health 
care  systems  in  the  region  that  will  provide  greater 
intrinsic  availability  of  the  best  possible  health 
care  services  and  assurance  of  continuous  high- 
quality  health  care  for  patients. 
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3.  Make  the  best  possible  use  of  scarce  resour- 
ces, such  as  facilities  and  manpower. 

4.  Strengthen  the  expressed  concern  of  health 
professionals  for  a lifetime  of  learning  in  order  to 
insure  a continuing  ready  access  to  new  scientific 
developments. 

5.  Define  the  utilization  and  stimulate  the  ed- 
ucation and  training  of  new  types  of  health  person- 
nel. 

6.  Assist  in  adapting  all  contemporary  techno- 
logies (for  example,  automation)  to  the  problems 
of  delivering  medical  care. 

7.  Increase  the  involvement  of  citizens  in  plan- 
ning for  and  promoting  their  own  health  care  in 
their  own  communities. 

8.  iBroaden  the  perspective  of  those  concerned 
with  disease,  to  include  an  increasing  awareness  of 
the  inter-relationships  of  the  causes  of  diseases 
with  environmental  factors,  and  to  relate  Tri-State 
projects  with  other  programs  designed  to  achieve 
similar  objectives. 

GUIDELINES  FOR  OPERATIONAL 
GRANT  APPLICATIONS 

The  proposal  should: 

1.  Be  relevant  to  heart,  cancer,  stroke  or  re- 
lated diseases. 

2.  Have  demonstrable  benefit  to  patients 
through  better  diagnosis,  treatment,  prevention,  or 
rehabilitation. 

3.  Be  feasible  and  within  the  capabilities  of  the 
applicant. 

4.  Make  significant  contribution  to  logistics  of 
services  within  a medical  service  area,  or  for  certain 
very  specialized  services  in  a larger  area.  Duplica- 
tion of  already  available  services  to  patients  is  to 
be  discouraged. 

5.  Answer  a demonstrable  need  which  has  reg- 
ional relevance. 

6.  Build  on  existing  strengths  and  lead  to  better 
utilization  of  available  facilities  and  resources. 

7.  Contain  evidence  of  cooperative  arrangements 
with  other  groups  (coordinated  activities  of  a net- 
work of  organizations).  This  may  be  either  funct- 
ional or  geographic.  Improvement  of  service  in  a 
single  institution  to  be  considered  only  if  of  value 
to  a wide  population,  to  professional  continuing 
education  or  if  related  to  No.  11  below. 

8.  Serve  a large  population. 

9.  Have  clear-cut  scientific  merit. 

10.  Be  educational  (either  public,  professional, 
or  both). 

11.  Be  innovative,  productive  of  new  infor- 
mation, or  new  approaches. 

12.  Contain  an  ongoing  evaluation  mechanism 
to  assess  goal  achievement,  maintenance  of  stan- 
dards, or  the  like. 

13.  Have  a favorable  cost/benefit  ratio. 


14.  Offer  an  improvement  of  medical  care 
within  a relatively  brief  time. 

15.  Be  directed  to  the  proper  agency  (a  more 
appropriate  source  of  Federal  funding  is  not  avail- 
able to  support  the  contemplated  activities). 

16.  Indicate  all  other  related  applications  pen- 
ding or  planned  and  other  funding  or  support  exis- 
ting, pending  or  planned,  and  does  not  duplicate 
any  existing  or  planned  project. 

17.  Make  expertise  found  in  regional  medical 
schools  and  scientific  groups  more  readily  available 
to  the  region. 

Any  one  project  may  not  meet  all  these  criteria, 
but  it  must  add  to  regionalization,  be  relevant  to 
cancer,  heart,  stroke,  or  related  diseases,  show  that 
it  has  worked  out  cooperative  arrangements  with 
other  organizations,  and  have  the  resources  to 
carry  out  the  project. 

PROCEDURES  FOR  PROPOSALS 

Proposals  may  originate  from  any  group  or  insti- 
(Concluded  on  Page  114) 


DERMAQUIZ  ANSWER 
(See  Page  73) 

Left,  Xanthoma  Tuberosum.  Right,  Giant  cell  tumor. 


Tuberculosis?  Influenza? 
Pneumonia?  Leukemia? 
Hodgkin’s  Disease?  Syphilis? 
Systemic  Fungal  Diseases? 
Chronic  Chest  Diseases? 
or 

HISTO? 

(Histoplasmosis— “The  Masquerader”) 


A new  aid  in  differential  diagnosis 

HISTOPLASMINJINE  TEST 

(Rosenthal) 

The  LEDERTINE™  Applicator  with  the  Blue  Handle 

Precautions— Nonspecific  reactions  are  rare,  but 
may  occur.  Vesiculation,  ulceration  or  necrosis 
may  occur  at  test  site  in  highly  sensitive  persons. 
The  test  should  be  used  with  caution  in  patients 
known  to  be  allergic  to  acacia,  or  to  thimerosal 
(or  other  mercurial  compounds). 


Ask  your  representative  for  detai  IS  or  write  Medical  Advisory  Dept., 
Lederle  Laboratories.  Pearl  River.  New  York  10965.  406-8 
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A high 

indexof 
suspicion 
E.coli 


How  high  is  the  “index  of  suspi- 
cion” for  E.  coli  in  urinary  tract  in- 
fections? 

Recently  it  has  been  estimated  that 
about  86  per  cent  of  positive  cul- 
tures in  first  attacks  of  urinary 
tract  infection  are  E.  coli.'  It  has 
also  been  noted  that  "The  coliform 
group,  especially  E.  coli,  accounts 
for  approximately  90  per  cent  of 

initial  infections ”2 

Consider  wide-spectrum  Gantanol® 
(sulfamethoxazole)  for  its  high  "in- 
dex of  confidence”— its  proven  ef- 
fectiveness against  E.  coli  and 
other  sensitive  gram-negative  and 
gram-positive  organisms.  Thera- 
peutic levels  of  Gantanol  in  blood 
and  urine  are  achieved  within  2 
hours  after  a 2-Gm  starting  dose, 


with  ready  diffusion  into  intersti- 
tial fluids.  Responsive  infections 
generally  clear  within  5 to  7 days, 
with  relief  of  symptoms  usually 
seen  within  24-48  hours. 

Gantanol  also  earns  its  high  “index 
of  confidence”  because  Gantanol 
therapy  is  relatively  free  from  com- 
plications, including  the  problem 
of  bacterial  resistance  or  superin- 
fection. 

Convenient,  economical  dosage 
schedule:  b.i.d. 

References:  1.  Vernier,  R.  L.,  in  Pa- 
tient Care  Feature:  Patient  Care,  1: 20 
(Feb.)  1967.  2.  Beeson,  P.  B.:  “The 
Infectious  Diseases,”  in  Beeson,  P.  B., 
and  McDermott,  W.  (eds.):  Cecil-Loeb 
Textbook  of  Medicine,  ed.  12,  Philadel- 
phia, W.  B.  Saunders  Company,  1967, 


sue  infections  due  to  susceptible 
microorganisms;  prophylactically 
following  diagnostic  instrumental 
procedures  on  genitourinary  tract. 
Contraindicated  in  sulfonamide- 
sensitive  patients,  pregnant  fe- 
males at  term,  premature  infants, 
or  newborn  infants  during  first  3 
months  of  life. 

Warnings:  Use  only  after  critical 
appraisal  in  patients  with  liver  or 
renal  damage,  urinary  obstruction 
or  blood  dyscrasias.  Deaths  re- 
ported from  hypersensitivity  reac- 
tions, Stevens-Johnson  syndrome, 
agranulocytosis,  aplastic  anemia 
and  other  blood  dyscrasias.  In 
closely  intermittent  or  prolonged 
therapy,  blood  counts  and  liver  and 


p.  230. 


Before  prescribing,  please  consult 
complete  product  information,  a 
summary  of  which  follows: 
Indications:  Acute  and  chronic  uri- 
nary tract,  respiratory  and  soft  tis- 


Artist's  rendition  of  E.  coli.  4s  with 
most  strains  of  E.  coli,  these  have 
flagella  and  are  motile. 


For  a high  index 

of confidence... 
Gantanol* 

(sulfamethoxazole) 

in  antibacterial 
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kidney  function  tests  should  be 
performed.  Clinical  data  insuffi- 
cient on  prolonged  or  recurrent 
therapy  in  chronic  renal  diseases 
of  children  under  6 years. 
Precautions:  Occasional  failures 
may  occur  due  to  resistant  micro- 
organisms. Not  effective  in  virus 
and  rickettsial  infections.  Sul- 
fonamides not  recommended  for 
therapy  of  acute  infections  caused 
by  group  A beta-hemolytic  strepto- 
cocci. At  present,  penicillin  is  drug 
of  choice  in  acute  group  A beta- 
hemolytic  streptococcal  infections; 
although  Gantanol  has  produced 
favorable  bacteriologic  conversion 
rates  in  this  infection,  data  insuffi- 
cient on  long-term  follow-up  stud- 
ies as  to  its  effect  on  sequelae  of 
rheumatic  fever  or  acute  glomeru- 
lonephritis. If  other  treatment 
cannot  be  used  and  Gantanol  is 
employed  in  such  infections,  im- 
portant that  therapy  be  continued 
in  usual  recommended  dosage  for 
at  least  1 0 days.  Observe  usual  sul- 


fonamide therapy  precautions,  in- 
cluding adequate  fluid  intake.  Use 
with  caution  if  history  of  allergies 
and/or  asthma.  Follow  closely  pa- 
tients with  renal  impairment  since 
this  may  cause  excessive  drug  ac- 
cumulation. Need  for  indicated 
local  measures  or  surgery  not  ob- 
viated in  localized  infections. 
Adverse  Reactions:  Depending  up- 
on the  severity  of  the  reaction, 
may  withdraw  drug  in  event  of 
headache,  nausea,  vomiting,  urti- 
caria, diarrhea,  hepatitis,  pancre- 
atitis, blood  dyscrasias,  neurop- 
athy, drug  fever,  Stevens-Johnson 
syndrome,  skin  rash,  injection  of 
the  conjunctiva  and  sclera,  pete- 
chiae,  purpura,  hematuria  and 
crystalluria. 
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MEDICAL  EDUCATION:  PREPARATION  FOR 
TOMORROW  * 


Community  University  Teaching 
Hospitals  Are  a Desirable  Goal  for 
the  Future 

It  is  my  intention  to  make  some  predictions 
concerning  the  role  of  the  University  Hospital  at 
the  turn  of  the  next  ten  years  and  to  suggest  that 
the  University  must  expand  far  beyond  its  current 
geography  and,  in  fact,  make  the  community  an 
organic  part  of  its  campus.  This  general  concept 
is  obviously  neither  new  or  unique.  However,  I 
wish  to  address  myself  to  particular  inevitabilities 
and  opportunities  for  which  we  must  prepare  now 
if  we  hold  to  a minimum  of  three  premises — first, 
the  overriding  goal  of  a University  School  of  Med- 
icine is  teaching  and  research;  second,  that  that 
which  is  teaching  in  the  clinical  context  must  ar- 
ticulate closely  with  elegant  medical  care;  and 
third,  that  the  early  contacts  with  clinical  medicine 
by  the  young  student  should  be  characterized  by 
an  introduction  to  Mr.  John  Doe,  the  man  who 
happens  to  have  a disability  that  may  involve  his 
kidney's  but  who  is  also  molded  by  all  the  complex 
interactions  of  his  world  in  all  of  its  dimensions, 
rather  than  an  introduction  to  Mr.  Sick  Kidney  as 
an  abstraction  from  the  rest  of  Mr.  John  Doe. 

I shall  not  recount  for  you  even  a sample  of  the 
fantastic  changes  that  have  come  upon  us  in  the 
biomedical  sciences  over  the  past  20-30  years.  You 
are  all  well  aware  of  them.  However,  what  I would 
like  to  dwell  on  for  a moment  are  the  implications 
of  these  advances  and  what  may  reasonably  be  an- 
ticipated in  terms  of  further  change.  I cannot  at- 
tempt to  predict  the  particulars,  but  I am  confi- 
dent that  the  next  20-30  years  will  see  an  ever- 
faster  series  of  changes  that  will  either  overpower 
us,  or  strengthen  us,  depending  in  great  measure 
upon  whether  we  are  willing  to  examine  the  im- 
plications, face  them,  and  deal  with  them  construc- 
tively' as  opportunities  and  not  as  nuisances.  We 
may'  reminisce,  but  we  cannot  afford  the  luxury  of 
the  attitudes  of  the  so-called  ‘‘good  old  days.” 

We  have  gathered  in  the  university  hospitals 
throughout  this  land  a group  of  specialists  who 


*Presentod  at  Alumni  Day  Meeting,  Yale  University 
Medical  School,  at  New  Haven,  Connecticut,  June 
8,  1968. 


LOUIS  G.  WELT,  M.D.,  of  Chapel  Hill 
North  Carolina. 

Professor,  and  Chairman,  Department  of  Med- 
icine, School  of  Medicine,  The  University  of 
North  Carolina,  Chapel  Hill,  North  Carolina. 


each  day  know  more  and  more  in  depth  about 
some  area  which  must  of  necessity  have  significant 
constraints.  We  must  be  prepared  to  understand 
in  all  of  its  dimensions  that  when  we  purchase 
depth  of  knowledge  we  will  at  the  very  same  time 
purchase  ignorance  to  a greater  or  a lesser  extent. 
The  time  is  not  quite  here  — but  it  is  coming 
quickly  — when  we  who  have  elected  a career  in 
academic  medicine  as  it  is  currently  constructed 
must  begin  to  divest  ourselves  of  an  Oslerian  self- 
image.  There  are  far  too  few  daVincis,  and  our 
wisdom  must  at  least  embrace  the  recognition  of 
our  areas  of  great  ignorance. 

To  the  extent  that  these  premises  are  valid,  and 
to  the  extent  that  the  university  hospital  is  the  sta- 
tion to  which  the  most  seriously'  ill  are  sent  or  to 
which  the  most  complicated  diagnostic  enigmas  are 
transferred,  to  that  extent  we  need  in  the  Univer- 
sity Hospital  an  array  of  talents  in  depth  who  will 
possess  knowledge  in  great  density',  who  will  work 
within  conceptual  frameworks  that  may  be  incom- 
pletely understood  by  many'  others,  and  who  will 
have  manipulative  skills  that  each  of  us  cannot 
possibly  possess.  This  is  happening  now;  it  is  be- 
coming obvious  to  most  of  us,  and,  although  we 
would  all  like  to  be  the  "total  healer,”  the  inter- 
dictions to  the  attainment  of  this  goal  are  over- 
whelming. It  may  be  anathema  to  members  of  de- 
partments of  Medicine  and  Pediatrics  today,  but 
the  odds  are  overwhelming  that  within  a decade  wre 
will  be  structured  in  all  particulars  as  specialty 
divisions  with  the  L’niversity  Hospital,  and  the 
generalist  will  not  be  interposed  as  a rate-limiting 
factor  between  the  specialist  and  the  patients  in 
most  instances,  especially  in  those  instances  where 
the  patient’s  problems  are  many,  but  the  life- 
threatening  component  can  be  clearly  defined. 
Some  obvious  examples  in  today’s  state  of  the  art 
would  include  patients  with  myocardial  infarctions, 
significant  arrhythmias,  major  episodes  of  gastro- 
intestinal bleeding,  leukemia  blastic  crises,  acute 
renal  failure,  and  others.  This  does  not  exclude  the 
potential  for  mutations  of  role-playing  wherein 
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one  specialist  becomes  a consultant  for  another, 
and  where  the  generalist  may,  in  fact,  become  a 
consultant  for  the  specialist.  As  an  aside,  let  me 
emphasize  that  this  does  not  imply  that  the  spe- 
cialist will  have  lost  his  understanding  of  human 
values.  In  the  experience  with  my  teachers,  it  was 
the  specialists  who  had  the  most  genuine  concern 
for  his  fellow  man,  both  at  an  individual  and 
group  level,  far  more  so  than  some  of  his  colleagues 
who  were  the  traditional  great  teachers  of  general 
medicine  of  that  day.  We  must  not  fall  victims  to 
the  tyranny  of  the  words  we  use. 

Given  this  turn  of  events,  how  do  we  adapt  to 
permit  the  fulfillment  of  the  three  premises  alluded 
to  earlier?  If  our  overwhelming  goal  is  teaching 
and  research,  we  can  certainly  provide  the  patient 
population  with  the  characteristics  alluded  to  a 
moment  ago,  namely:  life-threatening  disease  or 
enigmatic  problems,  with  elegant  care  if  we  are 
willing  to  assure  that  the  physicians  responsible 
for  the  primary  care  of  these  patients  represent 
those  who  are  most  skilled  in  the  areas  concerned. 
Teaching  and  research  can  be  implemented  quite 
successfully,  but  it  is  important  to  recognize  that 
the  levels  at  which  this  particular  teaching  is  most 
successfully  addressed  include  the  graduate  med- 
ical sudents,  the  more  senior  house  staff,  and  the 
clinical  and  research  fellows  who  have  elected  to 
specialize  in  a limited  area  of  the  total  universe  of 
discourse  which  is  ‘‘modern  medicine.”  The  op- 
portunities for  research  are  obvious;  they  will  be 
superb  and  need  not  be  belabored  at  this  time. 

However,  if  one  of  our  basic  premises  is  that 
the  early  exposure  of  the  medical  student  to  the 
patient  should  be  his  introduction  to  a man  and 
not  to  an  organ  system,  the  question  must  be  se- 
riously raised  that  this  highly  specialized  training 
program  may  well  not  be  the  proper  context  for 
these  introductory  months  and  years.  Where  then 
will  the  student  have  the  opportunity  to  meet  and 
to  cope  with  all  of  Mr.  John  Doe  before  his  com- 
plaints have  become  polarized,  life-threatening,  an 
enigma  or  both?  I would  submit  that  what  we  now 
call  the  University  Hospital  will  simply  become  a 
center  of  a group  of  hospitals,  all  of  which  in  the 
aggregate  will  represent  the  university  hospital 
system.  Those  hospitals  outside  the  “hub”  will  have 
a population  of  patients  with  characteristics  some- 
what different  from  those  at  the  center  level;  these 
will  be  the  patients  who  represent  the  majority  of 
those  who  are  hospitalized  and  are  best  suited  to 
help  with  the  introduction  to  clinical  medicine. 
There  will  be  the  hospitals  where  a significant  por- 
tion of  undergraduate  clinical  medical  training  will 
take  place  as  well  as  a site  to  implement  general 
medical  education  at  a later  date.  All  of  this  im- 
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plies  that  they  must  be  converted  to  first-class 
teaching  and  research  institutions.  They  will  be- 
come University  Hospitals  in  every  sense  of  the 
word  as  University  Hospitals  exist  today. 

If  this  argument  is  valid,  it  behooves  us  to  move 
quickly  yet  with  careful  thought  and  prudence  to 
the  development  of  these  community  university 
teaching  hospitals.  Instant  teaching  services  have 
not  been  dessicated  and  bottled.  They  cannot  be 
made  instantly.  There  must  be  planning  at  many 
levels;  there  must  be  a source  of  funds  to  pay  for 
a significant  number  of  full  time  salaried  medical 
educators  as  well  as  compensation  for  the  part- 
time  practitioner-educator.  There  must  be  space 
for  laboratories,  for  modern  equipment,  for  all  the 
accessories  essential  to  a teaching  and  research 
program.  The  development  of  these  teaching  units 
is  the  responsibility  of  the  University  and  the  com- 
munities in  which  they  will  be  resident.  If  the  com- 
munity does  not  play  a meaningful  role,  the  hos- 
pital will  lose  the  characteristics  of  a community 
hospital  which  make  it  desirable  as  a teaching 
service.  The  university  campus  will  expand  to  the 
the  community,  and  the  community  will  become 
part  of  the  university  campus.  There  will  be  no 
room  for  Town  and  Gown.  They  will  be  organically 
bound  together  into  a structure  which  will  provide 
expanded  medical  care  facilities,  appropriate  media 
for  teaching  and  research  at  a variety  of  levels,  a 
center  for  the  care  of  the  most  ill  and  the  most  com- 
plicated problems,  a broader  arena  which  will  permit 
flexibility,  a greater  number  of  students,  mutual 
interchange,  and  an  expanded  community  of  schol- 
ars, which  is,  in  the  last  analysis,  the  definition  of 
a university.  Schools  of  Medicine  might  conceiv- 
ably achieve  these  goals  alone  but  certainly  not 
in  the  same  elegant  fashion  that  can  obtain  only 
with  the  help  of  the  University-at-Large.  One  of 
the  key  factors  in  the  establishment  of  such  a 
system  will  be  the  attraction  of  highly  qualified 
professional  personnel  who  want  and  need  an  iden- 
tification with  the  University.  The  term  ‘‘academic 
medicine”  is  not  a meaningless  phrase.  Although 
it  may  be  translated  to  mean  many  things,  one  of 
its  interpretations  relates  to  the  excitement  of 
Academia  and  all  its  appertenances  which  makes 
for  a stimulating  intellectual  experience;  and  these 
must  be  brought  to  the  off-campus  campus.  Hence, 
the  role  of  the  University  is  exceedingly  important. 
The  goals  that  are  implicit  in  this  perspective  rep- 
resent an  opportunity  for  the  University  to  employ 
its  imaginative  and  innovative  intellectual  and  ad- 
ministrative skills  so  as  to  make  these  preparations 
for  tomorrow,  which  probably  should  have  been 
made  yesterday. 
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THE  “CONSTANT  CIRCLE”  OF  H.  L.  MENCKEN, 
PAUL  de  KRUIF,  AND  SINCLAIR  LEWIS 


Their  Influence  on  Young  Students 
for  Careers  in  Medicine  and  Science 

THE  CONSTANT  CIRCLE,  H.  L.  Mencken  and 
His  Friends,  by  Sara  Mayfield,  Delacorte  Press, 
New  York,  New  York,  1968 
THE  SWEEPING  WIND:  A Memoir,  by  Paul  de 
Kruif,  Harcourt,  Brace  & World,  Inc.,  New 
York,  1962 

ARROWSMITH,  by  Sinclair  Lewis,  Harcourt, 
Brace  & World,  Inc.,  New  York,  1920 
“No  book  can  be  entirely  bad  that  inspires  the 
imagination  of  a clever  boy,”  wrote  C.  P.  Snow  in 
his  essay  on  H.  G.  Wells  in  his  “Variety  of  Men.” 
Paul  de  Kruif  in  his  autobiography  tells  us  that, 
following  his  successful  collaboration  with  Sinclair 
Lewis  on  the  medical  novel,  ARROWSMITH,  he 
was  a house  guest  of  Wells,  and  tells  of  Wells’  dis- 
tinct influence  in  his  life  of  science  and  letters. 
Books,  and  writers  of  them,  do  influence  the  minds 
of  the  young. 

Few  men  beside  Wells  have  had  the  impact  on 
the  young  mind  that  Sinclair  Lewis,  Paul  de  Kruif, 
and  Mencken  have  had.  It  is  a coincidence  that 
all  were  intimate  associates,  and  in  this  just  pub- 
lished novel  of  the  life  of  H.  L.  Mencken,  THE 
CONSTANT  CIRCLE,  by  Sara  Mayfield,  we  find 
that  Mencken  was  a focus  around  which  de  Kruif 
and  Lewis  moved  in  orbit  by  his  attraction. 

In  a recent  New  York  Times  articles  one  of  our 
most  distinguished  Nobel  Prize  winners  was  re- 
ported to  have  been  influenced  in  his  career  in 
science  by  having  read  ARROWSMITH.  To  docu- 
ment it,  his  first  researches  were  on  bacterial 
phages,  which  the  reader  may  recall  was  the  fic- 
tional discovery  of  Martin  Arrowsmith  at  the  thin- 
ly disguised  Rockefeller  Institute.  Paul  de  Kruif 
left  the  Rockefeller  Institute  and  began  his  career 
as  a popular  writer  for  the  laity  on  subjects  of 
medical  interest  after  he  had  been  adopted  by 
H.  L.  Mencken  and  been  given  Mencken’s  blessing 
for  his  then  novel  and  unique  type  of  writing  on 
medical  subjects. 

Paul  de  Kruif,  in  his  autobiography  THE 
SWEEPING  WIND,  has  told  us  of  his  career 
which  began  in  the  pursuit  of  a Ph.D.  in  Bacteri- 
ology at  the  University  of  Michigan  following  the 
First  World  War.  Subsequently  he  obtained  an 
appointment  to  the  Rockefeller  Institute  where  he 
worked  with  Simon  Flexner  and  Jacques  Loeb. 


ROBERT  V.  LEWIS,  M.D.,  of  Providence,  R.  I. 
Physician,  Department  oj  Medicine,  Rhode  Is- 
land Hospital;  Chairman,  Committee  on  Publi- 
cations, R.  /.  Medical  Journal. 


He  reveals  all  about  his  private  life.  There  was  a 
deep  love  affair  which  led  to  his  divorce,  not  only 
from  his  first  wife,  but  from  the  Rockefeller  In- 
stitute. A career  as  a reporter  on  medical  science 
began  after  encouragement  by  Mencken.  De  Kruif 
has  been  descried  as  a sensationalist,  and  has  not 
always  been  in  favor  with  the  medical  profession. 
This  is  due  in  part  to  his  “breathless  style”,  sen- 
sationalism, and  what  was  considered  by  many  to 
be  premature  disclosures  of  medical  advances.  His 
enthusiastic  claims  brought  embarrassment  to  the 
Medical  Establishment,  when  the  laity  who  avidly 
read  his  reports  came  to  expect  these  advances  to 
be  panaceas,  immediately  available  and  applicable. 

Part  of  de  Kruif’s  sensationalism  may  have  de- 
rived from  working  for  the  Hearst  International 
Syndicate  where  Norman  Hapgood,  like  H.  L. 
Mencken,  had  given  him  time,  consideration  and 
encouragement.  But  we  should  in  all  fairness  note 
that  de  Kruif  began  his  writing  on  subjects  medi- 
cal with  the  assistance  of  Morris  Fishbein,  Editor 
of  the  JAMA.  They  publicized  unethical  promo- 
tion of  quackery  to  the  profession  by  some  of  the 
large  drug  houses.  His  work  was  encouraged  and 
blessed  by  the  AMA,  and  given  a great  assist  by 
Fishbein.  As  a consequence  of  his  first  series  of 
articles  in  the  Hearst  papers,  the  papers  were  sued 
for  a million  and  a half  dollars  because  worthless 
vaccine  was  intimated  to  be  harmful,  as  well  as 
useless.  Fishbein  advised,  helped,  and  secured  the 
aid  of  the  profession  in  defending  and  winning  this 
suit. 

But  most  important,  it  was  in  the  office  of 
Morris  Fishbein  at  the  AMA  in  Chicago  that  Paul 
de  Kruif  ran  into  Sinclair  Lewis,  who  was  then 
researching  for  a new  novel  to  follow  MAIN 
STREET  and  BABBIT.  Lewis  had  determined  to 
write  on  the  subject  of  American  medicine  and  the 
American  doctor.  Lewis  asked  de  Kruif’s  help,  and 
offered  him  full  equality  as  a collaborator  on  the 
new  novel.  Lewis  has  been  described  as  cynical  and 
satirical,  but  if  he  were  so  it  was  a new  type  of 
cynicism  which  he  employed.  He  had  a skill  and 
insight  into  social  purpose  that  made  his  work 
great,  and  led  to  his  receiving  the  Nobel  Prize  in 
literature  in  1930.  He  was  the  first  American  to 
so  do.  “Red”  Lewis,  with  inordinate  skill  on  the 
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technical  side  which  produces  the  pleasure  of  read- 
ing, only  on  the  surface  is  cynical  and  satiric  of 
the  contemporary  American  scene  as  he  found  it 
in  the  first  quarter  of  our  century.  On  deeper 
analysis  his  cynicism  and  forthright  demonstration 
of  our  pettiness  and  weaknesses  was  always  subtly 
counterbalanced  by  demonstrating  that  at  the  hard 
core  of  all  of  us  there  is  a redeemed  feature,  and 
something  good  to  be  cultivated.  Lewis,  in  AR- 
ROW SMITH,  MAIN  STREET  and  BABBIT, 
was  a social  reformer  who  called  on  his  fellow 
American  to  be  a better  man,  put  off  the  crass  and 
ordinary,  and  to  cultivate  that  spark  within.  All 
moralists  do  this;  Sinclair  Lewis  was  a genius  in 
appealing  to  the  young  student  to  do  it. 

Sinclair  Lewis  was  the  son  and  brother  of 
country  practitioners  in  Sauk  Center,  Minnesota. 
Novelists  almost  always  write  about  what  they 
know  best,  and  rarely  get  away  from  the  autobio- 
graphical. If  ARROWSMITH  is  real  and  credible, 
it  was  not  only  due  to  Paul  de  Kruif's  collabora- 
tion on  technical  details,  but  the  author’s  intimate 
association  with  the  practice  of  medicine  during 
his  important  impressionable  years. 

The  immediate  consequence  of  the  chance  meet- 
ing of  Sinclair  Lewis  and  Paul  de  Kruif  in  the 
offices  of  the  AMA  in  Chicago  was  the  employment 
by  Sinclair  Lewis  of  Paul  de  Kruif  as  a full  col- 
laborator on  his  proposed  novel  on  the  Medical 
Establishment  in  America.  In  the  brief  two  or  three 
months  which  followed,  Paul  de  Kruif  secured  his 
divorce  from  his  first  wife;  married  his  beloved 
Rhea  with  whom  he  lived  an  extraordinarily  happy 
life  thereafter;  and  signed  a contract  with  Har- 
court  & Brace  for  the  new  novel.  The  two  then 
determined  to  take  a slow  boat  down  the  eastern 
coast  of  South  America  and  do  on  location  writing 
and  research  for  ARROWSMITH.  The  climax  of 
the  novel  takes  place  in  St.  Hubert,  where  prac- 
tical application  of  the  basic  breakthrough  and 
research  on  bacterial  phage  for  plague  was  to  be 
made.  The  hero  had  discovered  the  phage  at  the 
“Rockefeller  Institute.”  Insights  into  the  person- 
ality of  Sinclair  Lewis  and  how  a novel  is  put 
together  is  extremely  pleasurable  reading  in  de 
Kruif's  THE  SWEEPING  WIND. 

R.  L.  Mencken  and  Sinclair  Lewis  had  been  the 
closest  of  friends  from  the  moment  that  Mencken 
was  forced  to  change  his  first  impression  of  "The 
Lump,”  as  Mencken  called  “Red  Lewis.”  Mencken 
was  at  first  offended  by  Lewis’  crudity  of  appear- 
ance, conversation,  and  arrogant  egotism.  Mencken 
was  forced  at  his  first  meeting  to  endure  him  at 
a cocktail  party  given  by  the  editor  of  The  Cen- 
tury. At  that  time  Mencken  and  George  G.  Nathan 
were  editors  of  the  Smart  Set,  and  Sinclair  Lewis 
literally  forced  MAIN  STREET  on  them.  Almost 


with  the  first  paragraph,  and  certainly  by  the  first 
few  pages,  Mencken  was  captivated.  He  jumped 
up  from  his  desk  in  Baltimore  and  called  his  col- 
laborator Nathan,  telling  him  how  wrong  they  were 
about  Lewis,  to  immediately  extend  their  good  of- 
fices, and  above  all  secure  all  his  writings. 

Mencken  also  had  been  the  mentor  of  Paul  de 
Kruif  and  strenuously  took  his  side  in  the  ensuing 
embroilment  over  the  abrogation  of  terms  of  the 
contract  for  the  collaboration  on  ARROWSMITH. 
From  a fifty-fifty  collaboration,  both  with  regard 
to  recognition  and  royalties,  Lewis  eventually  ef- 
faced de  Kruif  from  all  advance  notices,  title  page 
and  cover,  and  reduced  his  royalties  from  fifty  to 
twenty-five  per  cent.  De  Kruif  ever  so  benignly 
records  his  reaction  to  this  breach  of  contract  and 
honor,  but  Mencken  never  truly  forgave  Sinclair 
Lewis  for  this  behavior.  Later  the  presence  of 
Dorothy  Thompson  as  Lewis’  wife  strained  the 
relationship  further,  but  never  to  the  point  of 
breaking. 

Despite  the  unpleasantries  associated  with  the 
publication  of  ARROWSMITH,  it  was  a great 
novel,  a very  creditable  novel,  and  a very  moral 
novel.  It  is  not  only  social  history  of  the  Medical 
Establishment,  but  surprisingly  enough  a history 
of  its  many  facets:  The  life  of  a medical  student, 
country  doctor,  public  health  official,  “society” 
physician  in  a wealthy  Chicago  clinic,  medical  re- 
searcher at  the  Rockefeller  Institute.  All  are  por- 
trayed realistically  and  credibly.  Sinclair  Lewis’ 
genius  for  analysis  of  the  essential  psychological 
and  social  interplays,  even  if  they  are  stereotyped 
at  times  and  even  if  the  people  are  stylized,  ren- 
ders them  credible  and  iconographically  accurate, 
like  those  of  a primitive  painter.  But  all  great 
novels  must  be  true  to  an  abstract  morality.  In 
ARROWSMITH  this  morality  seems  to  be  that 
integrity  with  respect  to  one’s  ideals  based  upon 
truth,  as  it  is  conceived  by  moral  and  thinking 
men,  is  a virtue  to  be  nurtured  and  pursued  by 
the  young.  Integrity  in  science  and  in  the  personal 
life,  in  the  last  analysis  and  after  countless  vis- 
sicitudes  of  life,  will  be  the  only  thing  that  will 
sustain  a man  as  he  looks  back  on  his  life.  This 
is  what  youth  seeks  above  all,  honesty.  The  novel- 
ist essentially  tested  Arrowsmith’s  integrity  with 
all  the  temptations  of  this  world  — money,  posi- 
tion, illicit  love,  and  personal  tragedy.  In  a sense 
Arrowsmith  was  shown  all  the  wonders  and  pleas- 
ures of  this  world  for  which  he  could  sell  his 
soul;  he  did  not  do  it.  Is  the  morality  of  Christ 
rejecting  the  joys  of  the  world  shown  him  by  the 
Devil  — or  the  damnation  of  Faust  by  accepting 
the  joys  of  the  world  — any  more  poignant?  AR- 
ROWSMITH, as  we  read  of  the  effect  it  has  had 
(Continued  on  next  page) 
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upon  our  present  crop  of  scientists,  has  been  a 
great  moral  influence. 

Paul  de  Kruifs  influence  on  the  young  was 
two-fold.  Historically  his  role  regardless  of  how 
large  or  small  in  writing  ARROWSMITH,  was  his 
major  contribution.  But  not  far  behind  was  his 
popularization,  again  in  a moralistic  way,  of  men 
of  science,  especially  those  in  medicine,  as  re- 
corded in  his  MICROBE  HUNTERS  and  MEN 
AGAINST  DEATH.  But  the  sensational  style  de- 
scribed as  'Breathless''  with  which  de  Kruif  whote 
was  a detraction,  whereas  the  sublety  displayed  by 
Sinclair  Lewis  was  its  attraction.  Both  writers  in 
their  own  style  attract  students  to  science,  and 
especially  medicine. 

THE  CONSTANT  CIRCLE  describes  H.  L. 
Mencken  and  his  many  friends.  It  tells  of  his 
fight  against  hypocrisy,  stupidity,  and  bigotry 
wherever  they  occurred.  The  American  literary 
scene  was  virtually  dominated  by  this  arbiter.  The 
great  literati  of  the  first  half  of  this  century  be- 
sides Sinclair  Lewis  — Theodore  Dreiser,  F.  Scott 
Fitzgerald,  Thomas  Wolfe,  Ernest  Hemingway, 
William  Faulkner  — were  all  encouraged,  inti- 
mately associated  with,  and  influenced  by  H.  L. 
Mencken.  As  sheer  history  of  American  Literature, 
this  book  by  Sara  Mayfield,  ten  years  in  the  writ- 
ing, is  priceless.  It  was  in  Mencken's  magazine, 
The  Smart  Set,  that  most  of  these  miters  were 
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Side  effects  are  possible  but  rare:  vesiculation.  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis  Available  in  5 s and  25’s. 


introduced  to  America.  With  impeccable  critical 
judgment  of  what  is  good,  true,  and  lasting  Menck- 
en picked  his  friends  and  their  writings.  Mencken 
was  the  center  of  a circle  which  is  better  described, 
after  reading  his  book,  as  the  vortex  of  a hurricane 
about  whom  swirled  the  great  writers  of  the  first 
half  of  the  twentieth  century;  and  if  they  swirled 
it  was  to  the  rhythm  of  the  Jazz  Age.  Frequently 
the  dancers  were  in  various  stages  of  intoxication, 
despite  Prohibition.  The  paradox  again  is  that 
this  bizarre,  eccentric,  even  reckless  group  of  writ- 
ers of  the  Jazz  Age,  at  least  in  their  writings,  ex- 
pressed an  immortal  morality  that  has  influenced 
for  the  good  at  least  two  generations.  If  as  C.  P. 
Snow  in  quoting  G.  H.  Hardy  has  said  that  “No 
book  can  be  entirely  bad  that  inspires  the  imagi- 
nation of  a clever  boy,”  then  none  of  the  person- 
ally tragic  lives  of  Mencken's  friends  could  have 
been  totally  bad  if  their  writings  so  profoundly 
stirred  the  imagination  of  the  young  as  indeed  they 
have.  The  total  effect  on  the  recruitment  of  men 
of  science  produced  by  the  popularity  of  ARROW- 
SMITH  can  never  be  statistically  assessed;  but 
measured  by  its  influence  as  confessed  by  many 
of  our  mature,  successful  physicians  and  scientists, 
its  importance  is  truly  immesurable. 

$ 

TRI-STATE  REGIONAL  MEDICAL 
PROGRAM 

(Concluded  from  Page  107) 

tution  within  a local  medical  service  area,  state, 
or  regional  groups  (e.g.,  governmental  or  voluntary 
agencies,  universities,  RMP  units,  or  similar  or- 
ganizations). 

They  will  follow  this  route: 

1.  Detailed  instructions  are  in  preparation,  but 
in  any  case  applicant  first  should  discuss  proposal 
with  the  appropriate  state  coordinator,  who  is  a 
member  of  the  RMP  staff.  All  proposals  should 
be  formally  submitted  to: 

Executive  Director 

Tri-State  Regional  Medical  Program 

Two  Center  Plaza 

Boston,  Massachusetts  02108 

2.  After  reviewing  and  further  processing,  the 
staff  forwards  the  proposal  to  an  appropriate  con- 
sultant panel  for  evaluation  of  scientific  and  pro- 
fessional merit  and  contribution  to  patient  care. 

3.  Staff  sends  all  proposals  which  have  been 
reviewed  by  the  appropriate  State  Committees,  to- 
gether with  the  comments  of  the  consultant  panel, 
to  Regional  Advisory  Group. 

4.  The  Regional  Advisory  Group  will  approve 
or  disapprove  of  the  proposal  and  attach  its  com- 
ments for  consideration  and  decision  by  the  Trus- 
tees. 
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Commentary: 

THE  SOLO  PEDIATRICIAN: 
ANOTHER  VIEW  OF  THE  FUTURE 


Private  Practice  Will  Survive  If 

The  Need  For  More  Practioners  Is 
Met 

I am  asked  the  question,  ‘‘Why  do  I prefer  the 
solo  practice  of  pediatrics?”  It  all  started  in  my 
youth.  1 recall  my  need  for  image  and  accomplish- 
ment. Accomplishment  begins  as  a desire  to  solve 
problems.  Decisions  and  influences  are  subtle:  to 
finish  high  school,  to  graduate  from  college,  to 
seek  employment,  or  to  go  on  to  graduate  school. 
There  are  probably  as  many  reasons  for  choosing 
to  enter  medical  school  as  there  are  candidates. 

We  must  value  our  own  image  and  not  under- 
rate it.  Who  gave  us  this  image?  It  all  started 
with  the  family  doctor,  the  general  practitioner. 
The  role  of  the  individual  doctor  will  be  as  much 
of  a challenge  in  the  future  as  it  has  been  in  the 
past.  The  doctor  solves  problems  involving  the 
health  of  people  and,  while  doing  so,  helps  people. 
What  is  more  stimulating  in  living  the  full  life? 

The  practice  of  medicine  requires  self-confidence. 
The  good  doctor  must  have  the  courage  of  his 
convictions  and  not  be  swayed  by  false  images. 
The  doctor's  self-confidence  gets  him  into  medical 
school,  sees  him  through  his  internship  and  resi- 
dency, and  is  still  with  him  when  he  takes  com- 
mand of  his  ship  in  the  community.  We  doctors 
go  into  solo  private  practice  to  accomplish.  We 
aim  to  practice  the  very  best  medicine.  In  pursu- 
ing this  goal  we  perform  a good  and  essential 
service. 

I have  pride  in  what  I am  doing  as  a private 
practitioner.  Because  I am  aware,  I also  under- 
stand the  determined  efforts  being  made  to  deni- 
grate the  solo  practitioner.  Many  would  have  us 
believe  that  the  private  practice  of  medicine  is 
doomed  and  will  in  ten  or  fifteen  years  be  as  ex- 
tinct as  the  dodo  bird.  Don’t  believe  it. 

Despite  inferences  to  the  contrary,  I do  not 
think  only  in  terms  of  money.  I do  not  avoid  prob- 
lems that  demand  courage  and  hard  work.  I do 
not,  when  something  demands  suffering,  look  for 
a way  out.  To  the  cynic  the  rewards  of  private 
practice  may  be  few.  I believe  the  rewards  are 
many  and  personal. 

By  his  nature  man  is  impressed  by  bigness.  The 
cult  of  bigness  causes  much  unnecessary  expense. 


PETER  L.  MATHIEU,  M.D.,  of  Providence,  R.  I. 
Associate  Physician,  Department  of  Pediatrics, 
Rhode  Island  Hospital;  Pediatrician,  St.  Jo- 
seph’s Hospital. 


The  belief  that  big  institutions,  big  teams,  and 
complicated  equipment  are  needed  for  most  medi- 
cal treatment  is  a myth.  Large  teams  are  neces- 
sary for  such  procedures  as  cardiac  transplantation. 
Intensive  care  units  are  needed  for  very  sick  in- 
fants and  adults  requiring  specialized  care.  But 
there  should  be  a clear  distinction  between  re- 
search oriented  patient  care,  and  that  which  is 
service  oriented.  This  distinction  should  apply 
both  in  solo  practice  and  in  the  rapidly  multiply- 
ing government  programs. 

Time  may  well  show  that  as  much  as  ninety  per 
cent  of  a doctor’s  time  is  devoted  to  psychoso- 
matic problems.  People  in  police  states  will  per- 
haps accept  standing  in  a clinic  line,  but  in  a 
democracy  the  right  to  a private  doctor  cannot  be 
denied.  It  is  my  contention  that  a single  doctor, 
or  a small  group  of  doctors,  with  a minimum  of 
equipment  and  office  assistance  can  very  effective- 
ly deal  with  the  great  majority  of  health  problems 
of  our  people. 

What  about  the  new  environment  in  medicine 
we  hear  so  much  about?  Are  we  living  in  an  age 
of  unreasonable  expectations?  I think  not.  The 
private  doctor  must  become  more  involved  in  his 
community  if  he  is  to  have  some  say  in  the  effec- 
tive management  of  his  chosen  profession.  Com- 
prehensive health  services  for  children  are  both 
individual  and  social  in  scope.  Success  in  the  social 
services  depends  on  concomitant  incentives  for 
work  and  restoration  of  income,  housing,  consumer 
education,  political  power,  civic  responsibility,  cul- 
tural pride,  quality  education,  and  indigenous 
leadership  development.  Over  the  years  the  “edu- 
cationally deprived”  have  been  the  poor,  the  weak, 
the  conquered,  the  exploited.  The  well  educated 
have  been  the  rich,  the  well-born,  the  powerful.  A 
good  education  is  essential  to  living  a reasonably 
comfortable  life  and  should  be  considered  an  in- 
herent right.  As  a private  doctor  I ask  myself,  “Are 
American  children  getting  the  kind  of  education 
they  deserve?” 

I choose  to  be  a solo  doctor,  because  I believe 
important  changes  must  take  place  in  our  society, 
(Continued  on  next  page) 
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changes  that  autocracy  and  governments  over 
thousands  of  years  have  not  effected.  The  private 
practitioner,  whose  image  is  under  attack,  repre- 
sents the  truly  secret  weapon  of  these  United  States 
in  reversing  the  patterns  of  exclusion  in  life.  Our 
private  health  resources  must  assist  in  the  broad 
scale  attack  on  all  of  these  problems.  Without 
solving  them  good  health  is  impossible. 

Comprehensive  health  services  include  a wide 
range  of  preventive  efforts,  emergency  repair,  re- 
habilitation. and  the  recruitment  of  new  individuals 
into  the  life  complex  of  the  State.  Xew  profes- 
sional health  personnel  should  augment,  not  sup- 
plant. already  existing  health  services.  In  a com- 
plicated picture  such  as  this  statistics  can  be  con- 
fusing. As  pointed  out  by  Doctor  Morris  Fishbein, 
the  demand  for  physicians  and  medical  services  by 
the  American  people  has  been  increasing  steadily. 
According  to  the  American  Hospital  Association 
there  were  in  1967  on  the  average  749  visits  by 
physicians  per  1000  population,  a total  of  almost 
150  million  visits  for  the  year.  In  Rhode  Island  the 
population  of  approximately  one  million  is  served 
by  about  1,000  physicians.  If  each  physician  saw 
20  patients  per  day  five  days  a week  he  would 
have  made  about  5000  patient  visits  per  year.  On 
this  basis  the  present  physician  population  of 
Rhode  Island  could  conceivably  see  every  citizen 
five  times  in  any  one  year.  Why  then  is  there  a 
shortage  of  physicians  in  Rhode  Island?  Why  have 
census  studies  in  Rhode  Island  indicated  the  need 
for  more  physician  and  medical  services?  Is  it 
because  increasing  numbers  of  solo  and  private 
practitioners  are  leaving  private  practice  for  aca- 
demic medicine?  Do  more  and  more  private  doc- 
tors lack  pride  in  what  they  are  doing?  Are  the 
private  practitioners  who  drop  out  to  enter  an 
academic  career  more  honest  with  themselves  than 
those  who  stay?  One  board  certified  pediatrician 
now  in  Government  service  after  fifteen  years  of 
private  practice  confided  to  me  that  the  only  prob- 
lem he  had  found  in  private  practice  was  that  he 
had  to  see  patients!  Is  the  role  of  the  full-time 
teaching  physician,  whose  involvement  with  com- 
munity service  is  fragile  at  best,  preferred  to  that 
of  seeing  patients?  Due  respect  is  paid  to  the  pri- 
vate doctor  for  his  long  hours  in  the  office  and  his 
back-breaking  schedule  of  sixty  to  seventy  hours 
of  work  each  week.  Yet  he  is  regularly  down- 
graded. which  contributes  substantially  to  the 
erosion  of  that  most  vital  service  to  the  American 
patient,  the  ministrations  of  his  personal  physician. 

Under  this  newly  evolved  and  highly  structured 
regime  of  medical  care  will  the  computer  “see” 
the  patient  after  his  history  has  been  computer- 
ized? Will  the  multiple  screening  test  programs 
‘treat’  the  patient  after  he  has  been  cannibalized 


by  the  laboratory?  Will  the  social  worker,  home 
aide,  psychologist,  doctor's  associate,  doctor's  as- 
sistant, and  hospital  administrator  render  com- 
munion and  effect  absolution  after  the  patient  has 
recited  his  litany  of  confessional  pains? 

In  its  effort  to  effect  new  patterns  of  medical 
care  and  to  meet  the  increasing  demands  of  an 
ever  expanding  population  the  government  has 
done  an  injustice  to  the  private  doctor  by  not  en- 
gaging his  services  on  the  same  basis  as  it  has 
that  of  hospitals,  agencies,  and  other  providers 
of  medical  services.  Congress  passed  Public  Law 
89-97  in  July  1965.  Title  18,  federal  Medicare,  is 
working  reasonably  well  because  it  has  provided 
for  relatively  equitable  reimbursement  to  the  pri- 
vate medical  doctor,  as  it  has  to  the  hospital. 
Title  19,  Medicaid,  however,  is  a mess  precisely 
because  it  failed  to  provide  for  reimbursement  to 
the  private  doctor  on  a similar  basis,  usual  and 
customary  charges,  as  it  has  to  the  hospital.  The 
doctor  in  Rhode  Island  and  elsewhere  is  reim- 
bursed at  substantially  less  than  his  usual  charge. 
He  is  told  that  he  is  now  making  money  on  pa- 
tients that  he  formerly  saw  free  of  charge.  The 
physician  must  be  reimbursed  adequately  for 
quality  service  rendered.  He  does  not  relish  being 
a captive  Robin  Hood. 

Insurance  health  programs,  including  Rhode  Is- 
land Blue  Shield,  are  geared  to  the  delivery  of 
health  service  primarily  in  the  hospital  rather  than 
in  the  doctor's  office.  Most  programs  will  pay  for 
hospital  emergency  room  and  outpatient  services, 
but  make  no  provision  for  such  services  in  the 
private  doctor's  office.  The  marriage  of  govern- 
ment and  the  private  doctor  for  the  purpose  of 
providing  health  services  through  insurance  and 
other  intermediary  mechanisms  has  quite  naturally 
aroused  much  unrest  among  the  populace.  The 
resentment  is  directed  against  the  health  services, 
but  more  particularly  the  private  practitioner.  As 
a youth  I saw  the  small  grocery  store  give  way  to 
the  large  chain  super  market.  In  most  instances 
this  effected  a reduction  in  prices  to  the  consumer. 
In  medicine  I observe  a similar  realignment  with 
a subtle  but  constant  harassment  and  phasing  out 
of  the  private  doctor  in  favor  of  large  institutions. 
Why  should  it  not  be  equally  valid  that  cost  sav- 
ings be  passed  on  to  the  medical  consumer?  The 
facts,  however,  are  quite  to  the  contrary.  In  Rhode 
Island  the  three  largest  hospitals  have  out- 
patient charges  for  a doctor  \isit  of  $15.00,  $12.00, 
and  $10.00  respectively.  The  variation  in  price 
per  doctor  visit  in  the  several  out-patient  depart- 
ments of  these  hospitals  would  seem  to  rule  out 
collusion  or  price  fixing.  Yet  in  none  of  these  in- 
stitutions do  the  charges  include  a physician  com- 
ponent. So  doctors  continue  to  practice  Robin 
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Hood  medicine  in  the  out-patient  departments  of 
the  three  largest  hospitals  in  Rhode  Island,  while 
at  the  same  time  they  hear  themselves  branded 
as  money  grubbers  responsible  for  the  spiraling 
costs  of  hospital  care.  Is  it  not  relevant  to  remind 
the  consumers  and  government  that  in  Rhode  Is- 
land Title  19  patients  can  be  seen  in  doctors’  of- 
fices for  $5.00,  which  includes  overhead  as  well  as 
physician  care? 

The  private  doctor  recognizes  that  the  content 
of  medical  practice  has  changed.  He  believes  pas- 
sionately that  he  offers  the  best  service  available 
to  the  individual  patient.  He  has  effected  many 
changes  in  his  practice  routine  to  provide  a better 
service  to  his  patient.  He  has  ideas  on  how  bet- 
ter to  integrate  his  private  practice  with  the  aids 
provided  by  Government  through  its  federal  and 
state  agencies  concerned  with  health  problems, 
education,  and  research.  In  most  instances,  how- 
ever, he  is  either  ignored  or  tolerated  and  hope- 
fully passed  off  as  a thing  out  of  the  past.  Like 
religion  he  has  been  around  for  a long  time.  But 
also  like  religion,  he  will  survive  because  the  prin- 
ciples which  he  espouses  and  the  product  which 
he  delivers  will  always  have  relevance.  There  will 
be  casualties.  Those  of  us  who  persevere  must  more 
cogently  articulate  our  primary  motivations  in 
choosing  to  become  doctors — to  solve  problems 
and  to  help  people.  There  is  a need,  not  for  more 
academic  types,  but  for  more  practitioners. 


ONE  SENTENCE  ESSAY 

In  the  present  state  of  the  monitoring  art,  any 
device  which  reduces  the  frequency  of  direct  con- 
tact between  the  professional  and  the  patient  may 
be  expected  to  have  an  adverse  effect  on  postop- 
erative care. 

...Maloney,  J.  U.,  Jr.:  The  Trouble  with 
Patient  Monitoring.  Ann.  Surg.  168:605, 
(Oct.)  1965 


PHYSICIANS  WANTED 

Two  general  surgeons  and  one  internist 
for  two  year  overseas  assignment.  Board 
certified,  over  35,  salary  and  related  bene- 
fits. One  surgeon  required  for  service  in 
Caribbean  area  available  immediately; 
surgeon  and  internist  for  Afgranistan  July, 
1969.  Interested  parties  contact  MEDICO, 
a Service  of  CARE,  660  First  Avenue,  New 
York  10016,  phone  (212)  686-3110. 


complete  the 

THYROID  PROFILE 

AT 

HOPKINS  MEDICAL  LABORATORY 


IN  3 HOURS! 

a proved,  accurate  thyroid  function  test'-4 
(1-triiodothyronine 
test  for  determining 
the  thyrobinding  index 
of  serum  or  plasma) 


Unaffected  by  high  iodine  diets 
or  any  iodine  the  patient  may  be 
taking  therapeutically  or  diagnostically 
(opaque  dyes). 

Only  2 ml  of  patient’s  serum  or 
plasma  is  required.  The  patient 
does  not  have  to  take  or  use  anything. 
The  I’3'  is  used  in  vitro. 


Stat  orders  impeccably  executed. 

Economical  because  of  time-and- 
labor-saving  equipment  used. 

1.  Scholer,  J.  F.:  J.  Nuclear  Med.  3:41,  1962.  7. 
Foeckler,  F.,  et  a I . . Paper,  Meet.  Soc.  Nuclear  Med., 
June  1962.  3.  Sodee,  B.:  Paper,  Meet.  Soc.  Nuclear 
Med.,  June  1962.  4.  Nordyke,  A.  M.,  et  a I . : Paper, 
Meet.  Soc.  Nuclear  Med.,  June  1962. 


HOPKINS 

MEDICAL  LABORATORY 


322  BROADWAY 

PROVIDENCE,  RHODE  ISLAND 

Telephone — GAspee  1'7244 


February  1969 
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Edalogy  . . . 

(Ethnic  Medicine) 


CANCER  OF  THE  PENIS  IN  FILIPINOS 

Carcinoma  of  the  penis  comprises  one  to  two  per 
cent  of  all  cancers  in  the  Filipino  male.  It  is  gen- 
erally squamous  in  type.  The  authors  report  30 
consecutive  cases  observed  in  the  ten  years  1957 
to  1966.  The  reasons  for  this  high  incidence  is  not 
explained. 

. . . Eesquivel,  E.  L.,  Jr.,;  Torres.  Luis  F.,  Jr., 
and  Reggleio.  R.:  Philipp.  J.  Surg.  22:299, 
1968 

* * * 

HEPATOMA  IN  UGANDA;  A STUDY  IN 
GEOGRAPHIC  PATHOLOGY 

The  incidence  of  primary  liver  carnoma  has  dis- 
tinct geographic  variations.  It  is  five  to  50  times 
more  common  in  subsahara  Africa  than  in  the 
United  States  or  the  United  Kingdom.  This  high 
incidence  has  been  confirmed  in  Luanda  in  a sur- 
vey. A total  of  403  instances  was  collected  over  a 
three  year  period  from  1964  to  1966.  These  403 
patients  with  hepatomas  represented  five  per  cent 
of  all  with  tumors  diagnosed  in  L'ganda  during  the 
three  year  period.  The  incidence  peak  was  in  the 
35  to  45  year  decade  with  a male  to  female  ratio 
of  3.31:1: 

A variety  of  environmental  factors  have  been 
considered  as  possible  causes  of  the  world  wide 
variation  in  hepatoma  incidence.  The  authors  ob- 
served that  the  only  similarity  between  the  racially 
and  culturally  different  tribes  is  that,  for  different 
reasons,  these  groups  are  liable  to  long  periods  of 
food  restriction  when  they  eat  inexpensive,  poor 
quality  grain.  As  in  other  parts  of  Africa,  hepatic 
parasites,  alcoholic  liver  disease,  hepatitis,  and  pro- 
tein deficiency  do  not  seem  to  account  adequately 
for  the  high  incidence  of  hepatoma. 

A high  incidence  of  hepatoma  appears  to  occur 
in  countries  where  there  is  poverty,  food  scarcity, 
or  a tropical  climate.  All  these  factors  would  tend 
to  increase  the  amount  of  fungal  contamination  of 
food.  The  demonstration  of  aflatoxin  and  possibly 
other  toxic  fungal  metabolites  which  are  considered 


DOCTORS  NEEDED 

Ten  Man  Multi-Specialty  Group  Incorporat- 
ing in  Southern  New  England  Area  Needs 
General  Practitioner,  OB-GYN,  and  Intern- 
ist. Military  Service  Completed.  Excellent 
Hospital  and  Schools. 

Address  Box  N 
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hepatocarcinogens  noted  in  40  per  cent  of  the  foods 
tested  in  Uganda  and  being  ingested  in  significant 
amounts  may  contribute  to  the  variation  in  the 
incidence  of  hepatomas  in  Uganda. 

. . . Alpert,  M.  E. ; Hutt,  M.  S.  R.;  and  David- 
son, C.  S.:  Lancet  1:1265,  1968 
* * * 

BILIARY  SURGERY  IN  THE  SOUTHWESTERN 
AMERICAN  INDIAN 

A series  of  237  American  Indian  patients  in  the 
Southwest  treated  for  biliary  tract  disease  during 
a three  year  period  at  the  United  States  Public 
Health  Service  Indian  Hospital,  Gallup,  New  Mex- 
ico. is  reviewed  by  the  authors. 

The  patients  underwent  a total  of  249  biliary 
tract  procedures,  representing  26  per  cent  of  the 
operations  performed  at  the  Indian  Hospital  dur- 
ing the  years  covered  by  the  report.  Over-all  op- 
erative mortality  rate  was  1.6  per  cent,  all  four 
deaths  occurring  after  cholecystostomy  on  mori- 
bund patients.  The  nonfatal  complication  rates 
were  31  per  cent  and  17  per  cent  for  simple  cho- 
lecystectomy and  cholesystectomy  with  chole- 
dochotomy,  respectively.  Most  w:ere  pulmonary 
and  wound  complications. 

History  and  physical  findings  were  usual  for 
the  type  of  biliary  tract  disease  involved.  How- 
ever, certain  differences  from  the  Caucasian  pop- 
ulation became  apparent.  The  age  of  the  average 
female  Indian  patient  was  10  years  less  than  in 
other  large  series  reporting  nonlndian  patients. 
The  18  per  cent  incidence  of  choledocholithiasis 
was  almost  double  that  in  many  comparable  re- 
ports with  Caucasian  populations.  Similarly,  the 
3.8  per  cent  incidence  of  gallbladder  carcinoma 
was  extremely  high:  the  nine  instances  of  carci- 
noma observed  were  associated  with  gallstones. 

The  authors  conclude  that  their  series  corobo- 
rates  the  previously  noted  trend  toward  advanced 
biliary  disease  in  the  American  Indian  of  the 
Southwest. 

. . . Sampliner,  J.  E.,  and  O’Connor,  D.  J.: 
Arch.  Surg.  96:1,  1968 
* * * 

NITROSAMINES  IN  AFRICAN  ALCOHOLIC 
AND  ESOPHAGEAL  CANCER 

Geographical  studies  have  linked  cancer  of  the 
esophagus  in  Africa  to  the  drinking  of  locally  dis- 
tilled spirits  (Kachasu).  Analysis  of  eight  samples 
of  spirits  from  Zambia  has  shown  dimethyl  nitro- 
samine  or  a similar  substance  to  be  present  at 
concentrations  of  1 to  3 ppm.  This  concentration 
would  be  predicted  to  be  carcinogenic  in  laboratory 
animals. 

. . . Malone,  J.  I.,  et  al:  New  Eng.  J.  Med. 
279:1071,  (Nov.  14)  1968 
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Charles  B.  Cornelius,  Senior  Vice  President 


s investor 


At  Rhode  Island  Hospital  Trust  we’ve  been  manag- 
ing people’s  money  since  the  Civil  War.  And  doing  it 
well  enough  to  become  the  largest  investment  manager 
in  Rhode  Island. 

The  man  who  supervises  your  portfolio  is  a pro- 
fessional investor.  He  directs  the  full  resources  of  this 
bank  to  one  goal:  performance  for  your  money.  Ad- 
vises you.  Becomes  your  financial  secretary.  Handles 
all  the  details. 


The  fee  is  moderate  and  usually  tax-deductible. 
Call  (401)  521-6700,  Extension  362  to  arrange  a quit 
interview. 
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So  hell  breathe  easier: 

relieve  anxiety 
while  you  relieve  pain. 

Relief  of  pain  is  usually  a major  goal  in  traumatic  conditions. 

But  often  of  importance,  too,  is  alleviation  of  anxiety  and 
tension  that  may  heighten  patient  discomfort. 

Single-prescription,  non-narcotic  Equagesic  may  effectively 
relieve  pain.  And  ease  anxiety  and  tension. 

TABLETS 

Equagesic 

(meprobamate  and  ethoheptazine 
citrate  with  aspirin) 

® 

IN  BRIEF. 

Contraindications:  History  of  sensitivity  or  severe  intolerance  to  aspirin,  meprobamate  or  ethoheptazine  citrate. 

Warnings:  use  in  pregnancy:  Safety  for  use  during  pregnancy  or  lactation  has  not  been  established;  therefore, 
it  should  be  used  in  pregnant  patients  or  women  of  child-bearing  age  only  when  the  physician  judges  its  use 
essential  to  the  patient’s  welfare. 

Precautions:  Keep  out  of  reach  of  children.  Not  recommended  for  patients  12  years  old  or  less.  Carefully  supervise 
dose  and  amounts  prescribed,  especially  for  patients  prone  to  overdose  themselves.  Excessive  prolonged  use  of 
meprobamate  in  susceptible  persons— as  alcoholics,  ex-addicts,  severe  psychoneurotics— has  resulted  in  depen- 
dence or  habituation.  Withdraw  gradually  after  prolonged  excessive  dosage  to  avoid  possibly  severe  withdrawal 
reactions  including  epileptiform  seizures.  Warn  patients  of  possible  reduced  alcohol  tolerance,  with  resultant 
slowed  reactions  and  impaired  judgment  and  coordination.  If  drowsiness,  ataxia  or  visual  disturbances  (impair- 
ment of  accommodation  and  visual  acuity)  occur,  reduce  dose.  If  symptoms  persist,  patients  should  not  operate 
machinery  or  drive.  After  meprobamate  overdose,  prompt  sleep,  reduction  of  blood  pressure,  pulse  and  respiratory 
rates  to  basal  levels,  and  hyperventilation  are  reported.  Give  cautiously  and  in  small  amounts  to  patients  with 
suicidal  tendencies.  Treat  attempted  suicide  (has  resulted  in  coma,  shock,  vasomotor  and  respiratory  collapse 
and  anuria)  with  gastric  lavage  and  appropriate  symptomatic  therapy  (CNS  stimulants  and  pressor  amines  as 
indicated).  Two  instances  of  accidental  or  intentional  significant  overdosage  with  ethoheptazine  and  aspirin  have 
been  reported.  These  were  accompanied  by  CNS  depression  (drowsiness  and  lightheadedness)  but  resulted  in 
uneventful  recovery.  On  basis  of  pharmacologic  data,  CNS  stimulation  could  be  anticipated,  with  nausea,  vomiting 
and  salicylate  intoxication  (requires  induced  vomiting  or  gastric  lavage,  specific  parenteral  electrolyte  therapy 
for  ketoacidosis  and  dehydration,  and  observation  for  hypoprothrombinemic  hemorrhage  [usually  requires  whole 
blood  transfusions]). 

Adverse  Reactions:  Ethoheptazine  and  aspirin  may  cause  nausea  with  or  without  vomiting  and  epigastric 
distress,  in  a small  percentage  of  patients.  Dizziness  is  rare  at  recommended  dosage.  Meprobamate  may  cause 
drowsiness,  ataxia  and  rarely  allergic  or  idiosyncratic  reactions.  These  reactions,  sometimes  severe,  can  develop 
in  patients  receiving  only  1 to  4 doses.  Such  patients  may  have  had  no  previous  contact  with  meprobamate  and 
may  or  may  not  have  an  allergic  history.  Mild  reactions  are  characterized  by  urticarial  or  erythematous  maculo- 
papular  rash.  Acute  nonthrombocytopenic  purpura  with  cutaneous  petechiae,  ecchymoses,  peripheral  edema 
and  fever  have  been  reported.  If  allergic  reaction  occurs,  discontinue  meprobamate;  do  not  reinstitute.  Severe 
reactions,  observed  very  rarely,  include  fever,  fainting  spells,  angioneurotic  edema,  bronchial  spasms,  hypo- 
tensive crises  (1  fatal  case),  anaphylaxis,  stomatitis  and  proctitis  (1  case)  and  hyperthermia.  These  cases  should 
be  treated  symptomatically  including,  when  indicated,  such  medication  as  epinephrine,  antihistamine  and  possibly 
hydrocortisone.  A few  cases  of  leukopenia,  usually  transient,  have  been  reported  on  continuous  use.  Rarely, 
aplastic  anemia  (1  fatal  case),  thrombocytopenic  purpura,  agranulocytosis,  and  hemolytic  anemia  have  been 
reported,  almost  always  in  presence  of  known  toxic  agents. 

Overdosage:  See  precautions  section  for  management  of  overdosage. 

Composition:  150  mg.  meprobamate,  75  mg.  ethoheptazine  citrate  and  250  mg.  aspirin  per  tablet. 

Wyeth  Laboratories  Philadelphia,  Pa. 


Photo  professionally  posed. 


Peripatetics 

JOHN  O.  STROM  will  be  the  first  physician- 
in-chief  of  the  Department  of  Neurology,  a new 
department  within  the  Rhode  Island  Hospital. 
Similarly.  MAURICE  M.  ALBALA  has  been  ap- 
pointed physician-in-charge  of  the  Division  of  He- 
matology within  the  Department  of  Medicine. 

% 

JAMES  G.  GLEASON  of  Providence  was  re- 
cently elected  to  membership  in  the  Providence 
Medical  Society. 

*  *  * * 

The  new  officers  of  the  Staff  Association  at  the 
Rhode  Island  Hospital  are:  DAVID  J.  FISH. 
President:  JOHN  O.  STROM,  President-Elect; 
VAHEY  M.  PAH  I GIAN,  Vice  President,  and 
THOMAS  McOSKER,  Treasurer.  HERBERT 
F ANGER  and  CONSTANTINE  S.  GEORAS  were 
elected  to  the  Executive  Committee. 

At  the  Rhode  Island  Hospital  the  following  new 
staff  appointments  have  been  made:  ALDEN  H. 
BLACKMAN  to  the  Department  of  Medicine; 
TADEUSZ  ROZYCKI,  and  NEIDA  Q.  OGDEN 
to  the  Department  of  Pediatrics;  RICHARD  O. 
RECCHIA  to  the  Department  of  Gynecology,  and 
LASZLO  I.  SOMLO  to  the  Department  of  Path- 
ology. * * * 


HISTO  IS  CONFUSING. 

Histoplasmosis  can  mimic  such  unrelated  diseases  as 
TB,  leukemia,  pneumonia  and  syphilis.  Use  the  blue 
Histoplasmin  LEDERTINE™  Applicator  as  the  first  step 
in  differential  diagnosis  and  as  a routine  step  in  physical 
examinations  for  the  permanent  records  of  your  patients. 

HISTOPLASMIN,  TINE  TEST 

(Rosenthal) 

Precautions— Nonspecific  reactions  are  rare,  but  may  occur.  Vesi- 
culation,  ulceration  or  necrosis  may  occur  at  test  site  in  highly 
sensitive  persons.  The  test  should  be  used  with  caution  in  pa- 
tients known  to  be  allergic  to  acacia,  or  to  thimerosal  (or  other 
mercurial  compounds). 

lederle  laboratories 

A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

473-9 


►MELVIN  D.  HOFFMAN,  M.D.,  of  Providence, 
a Past  President  of  the  Rhode  Island  Heart  Asso- 
ciation and  Chairman  of  the  New  England  Re- 
gional Heart  Committee,  was  elected  as  a Vice 
President  of  the  American  Heart  Association. 

* * * 

CARROLL  M.  SILVER  recently  received  a Ful- 
bright  Educational  Exchange  Travel  Grant  from 
the  State  Department  to  lecture  in  Australia.  He 
will  spend  three  months  at  the  University  of 
Sydney. 

* * * 

January  29,  1969  family  and  friends  congregated 
at  the  Agawam  Hunt  Club  to  congratulate  CARL 
D.  SAWYER  on  the  occasion  of  his  90th  birthday. 

sjs  ifc 

The  Board  of  Trustees  of  the  Miriam  Hospital 

recently  announced  the  following  staff  appoint- 
ments: ROBERT  DOWBEN  to  the  Consulting 
Staff  in  the  department  of  Internal  Medicine; 
JOHN  W.  HAENOSH  to  Surgery;  KAILKERE 
K.  HEGDE.  Fellow  in  Cardiology;  HENRI  PE- 
LOSOF  to  the  department  of  Physical  Medicine, 
and  EUGENE  RIVERA  to  the  department  of 
Dermatology. 

* * * 

DRS.  JOHN  J.  CUNNINGHAM,  president  of 
the  Society,  STEPHEN  J.  HOVE,  secretary  of 
the  Society,  CONSTANTINE  G.  DEMOPULOUS 
and  ROBERT  E.  NEWHOUSE  were  cited  by  the 
Pawtucket  Boys  Club  on  February  1 for  their 
services  to  the  organization  through  the  years. 

* * * 

Several  Rhode  Island  physicians  were  elected  to 
membership  recently  in  the  American  College  of 
Physicians.  SIDNEY  FINK  and  ROBERT  DE 
FOREST  wre  elected  to  Fellowship;  JOSEPH  Di- 
MASE,  JEANNETTE  VIDAL,  CHARLES  JONES 
and  CHARLES  YORK  to  Associateship. 

WILLIAM  J.  H.  FISCHER,  Governor  from 
Rhode  Island,  will  represent  the  State  at  the  an- 
nual meeting  in  Chicago  in  April. 


DEFINITIONS 

Fraylikka  (Yiddish  for  froelich,  i.e.  happy): 
Describes  the  day  Arnie  told  the  folks  he  was  giv- 
ing up  the  Peace  Corps  to  become  a doctor. 

* * * 

Mohel  (Hebrew  for  ritual  circumcises):  A sur- 
geon who  performs  only  at  parties. 

. . . from  “Italian-Kosher  Cookbook,”  by  Ruth 
and  Bob  Grossman,  Pub.  by  Paul  S.  Erick- 
son. Inc.,  1964,  N.Y. 
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Tepanil  Ten-tab 

(diethylpropion  hydrochloride) 


T8I7A  U.S.  PATENT  NO.  3,001,910  1/69 


TEPANIL  —the  right  start  in 
support  of  the  weight-control 
program  you  recommend.  It 
reduces  the  appetite.  Doesn't  kill  it. 
Weight  loss  is  significant— gradual— yet  there  is  a relatively 
low  incidence  of  CNS  stimulation.  Because  TEPANIL  works 
on  the  appetite,  not  on  the  "nerves." 

Contraindications:  Contraindicated  concurrently  with  MAO  inhibitors,  in  patients  hypersensitive 
to  diethylpropion  hydrochloride,  and  in  emotionally  unstable  patients  known  to  be  susceptible  to 
drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamines,  use  great  caution  when  prescribing 
for  patients  with  severe  hypertension  or  severe  cardiovascular  disease.  Should  not  be  used  during 
the  first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 

Side  Effects:  While  rarely  causing  therapy  to  be  withdrawn,  side  effects  may  occur  occasionally; 
CNS  effects  (such  as  insomnia,  nervousness,  jitteriness),  dryness  of  mouth,  thirst,  nausea,  ab- 
dominal distress,  constipation,  headache,  allergic  response  including  urticaria  or  other  dermatitis; 
rarely  associated  with  tachycardia,  cardiac  arrhythmia  or  ECG  changes. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet  daily,  swal- 
lowed whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three  times  daily,  one 
hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  in  midevening  to  overcome 
night  hunger. 

Use  in  children  under  12  years  of  age  is  not  recommended. 


If^l  THE  NATIONAL  DRUG  COMPANY 

*)  DIVISION  OF  RICHARDSON  MERRELL  INC. 

UnU  PHILADELPHIA,  PENNSYLVANIA  19144 


District  Medical  Society  Meetings 


PROVIDENCE  MEDICAL  ASSOCIATION 

A meeting  of  the  Providence  Medical  Associa- 
tion was  held  at  the  Rhode  Island  Medical  So- 
ciety Library  in  Providence  on  Monday,  Decem- 
ber 2,  1968.  The  meeting  was  called  to  order  by 
the  President,  Dr.  William  J.  MacDonald,  at 
8:35  p.m.  A reading  of  the  minutes  of  the  previous 
meeting  was  omitted. 

Doctor  MacDonald  called  attention  to  the  plans 
for  the  122nd  Annual  Meeting  to  be  held  on  Jan- 
uary 6,  1969,  and  he  also  informed  the  members 
that  the  plans  of  the  Entertainment  Committee 
for  a chartered  air  trip  to  Bermuda  for  interested 
members  of  the  Association  had  been  cancelled. 

The  President  reported  the  death  of  two  mem- 
bers — Doctors  Thomas  W.  Grzebien  and  John 
Pierik  — - and  he  called  for  a moment  of  silent 
prayer  in  their  memory. 

Report  of  the  Secretary 

Dr.  Bertram  H.  Buxton,  Jr.,  Secretary,  reported 
as  follows: 

At  a recent  meeting  the  Executive  Committee 
took  the  following  actions: 

1)  It  approved  of  an  increase  in  the  Blue  Cross 
benefits  for  the  Medical  Bureau  employees. 

2)  It  reviewed  and  approved  of  changes  in  the 
forms  and  instruction  communications  to  be  used 
by  the  medical  director  of  the  Multiphasic  Screen- 
ing Program  to  be  inaugurated  at  Rhode  Island 
Hospital  next  month. 

3)  It  reviewed  and  approved  the  applications  for 
active  membership  in  the  Association  of: 

Pierre  F.  Conze,  M.D. 

Edward  W.  Grove,  M.D. 

Richard  O.  Recchia,  M.D. 

He  moved  the  election  of  the  physicians  nomi- 
nated for  active  membership.  The  motion  was  sec- 
onded and  voted. 

Doctor  Buxton  also  called  attention  to  the  slate 
of  nominees  for  Officers  and  Delegates  for  1969 
as  submitted  by  the  Executive  Committee  with 
the  December  meeting  notice,  and  he  cited  that 
counter  nominations  must  be  filed  with  him  at 
least  10  days  prior  to  the  Annual  Meeting. 

Presentation  of  Certificates 

President  MacDonald  presented  membership 
certificates  to  physicians  elected  to  active  mem- 
bership at  the  November  meeting. 

Scientific  Program 

Doctor  MacDonald  introduceed  as  the  guest 
speaker  Dr.  Martin  Cherkasky,  Director  of 
Montefiore  Hospital  and  Medical  Center  in  New 


York,  Chairman  of  Community  Health  at  Albert 
Einstein  College  of  Medicine,  and  Atran  Profes- 
sor of  Social  Medicine  in  that  Departmeent.  Doc- 
tor Cherkasky  was  listed  as  a lecturer  in  Epidemi- 
ology and  Public  Heealth  at  Yale  University 
School  of  Medicine,  and  lecturer  in  Public  Health 
and  Administrative  Medicine  at  Columbia  Univeer- 
sity. 

Doctor  Cherkasky  spoke  on  “Changing  Aspect 
of  Medical  Care.’’ 

Doctor  Cherkasky  presented  a survey  of  current 
problems  of  medical  care  in  the  United  States  and 
described  the  complex  socio-economic  factors  that 
make  solution  of  these  problems,  at  least  within 
the  context  of  our  present  “free-enterprise”  sys- 
tem of  medical  practice,  almost  impossible. 

Although  he  described  American  medicine  as 
second  to  none  in  the  world,  he  pointed  out  that 
there  are  many  people  in  this  country  who  do  not 
take  advantage  of  its  beneficial  services.  The 
United  States  has  enjoyed  the  greatest  increase  in 
its  gross  national  product  that  the  world  has  ever 
known,  yet  from  1959  to  1965  this  country  slipped 
from  eleventh  to  eighteenth  in  world  infant  mor- 
tality ranking  and  from  thirteenth  to  twenty- 
second  in  male  longevity  rates.  In  Utah,  which  has 
the  lowest  state  infant  mortality  in  this  country, 
the  rate  was  still  higher  there  than  in  the  poorest 
province  in  Sweden. 

It  is  the  forty  million  poor  people  who,  for  the 
most  part,  are  not  receiving  adequate  medical  care 
in  the  United  States.  Meanwhile  the  cost  of  med- 
ical care  is  skyrocketing.  The  rise  in  hospital  costs 
is  mainly  due  to  personnel  costs.  Unions  have  up- 
graded the  low  hospital  workers  salaries  at  an 
accelerated  rate  and  have  forced  hospitals  to  ac- 
cept these  wage  increases  sometimes  by  threat  of 
strike. 

As  Doctor  Cherkasky  states  these  unions  “have 
the  hospitals  by  their  patients.”  House  staff  sti- 
pends have  increased  at  Montefiore  Hospital  with- 
in one  year's  time  from  $5900  to  $9500  per  year. 
Physician  charges  are  also  increasing  more  than 
the  cost  of  living  and  from  June  1967  to  June  1968 
these  charges  were  up  7 per  cent.  Because  of  this 
there  is  general  resentment  on  the  part  of  the  med- 
ical consumer  and  Doctor  Cherkasky  warns  that 
we  as  physicians  must  shortly  face  up  to  this  cost 
problem  and  somehow  solve  it  or  face  a less  pala- 
table government  solution. 

He  stated  that  the  way  in  which  New  York 
City  solves  its  problems  of  indigent  medical  care 
(Continued  on  Page  127) 
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\ once-popular  treatment  for  back  pains 
ras  to  have  the  seventh  son  of  a seventh  son 
tand  or  walk  on  the  patient's  back. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


’or  headache,  a sovereign  remedy  was 
o wear  a snakeskin  round  one’s  head. 


A realistic 
approach 
to  pain 
relief 


Empirin’ 

Compound  with  Codeine 
Phosphate  gr.  1/2  No.  3 


; Each  tablet  contains: 

Todeine  Phosphate  gr.  1/2  (Warning— 

[May  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 
i Aspirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

keeps  the  promise 
of  pain  relief 

f B.W.  & Co.'  narcotic  products  are 

ISlass  "B",  and  as  such  are  available  on  oral 

lorescription,  where  State  law  permits. 

loP  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC 
Tuckahoe,  N.Y. 
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Preludin® 

phenmetrazine  hydrochloride 

Preludin  is  indicated  only  as 
an  anorexigenic  agent  in  the 
treatment  of  obesity.  It  may 
be  used  in  simple  obesity 
and  in  obesity  complicated 
by  diabetes,  moderate  hyper- 
tension (see  Precautions), 
or  pregnancy  (see  Warning). 
Contraindications:  Severe 
coronary  artery  disease,  hy- 
perthyroidism, severe  hyper- 
tension, nervous  instability, 
and  agitated  prepsychotic 
states.  Do  not  use  with  other 
CNS  stimulants,  including 
MAO  inhibitors. 

Warning:  Do  not  use  during 
the  first  trimester  of  pregnan- 
cy unless  potential  benefits 
outweigh  possible  risks. 
There  have  been  clinical  re- 
ports of  congenital  malfor- 
mation, but  causal  relation- 


ship has  not  been  proved. 
Animal  teratogenic  studies 
have  been  inconclusive. 
Precautions:  Use  with  cau- 
tion in  moderate  hyperten- 
sion and  cardiac  decompen- 
sation. Cases  involving 
abuse  of  or  dependence  on 
phenmetrazine  hydrochloride 
have  been  reported.  In 
general,  these  cases  were 
characterized  by  excessive 
consumption  of  the  drug  for 
its  central  stimulant  effect, 
and  have  resulted  in  a psy- 
chotic illness  manifested  by 
restlessness,  mood  or  be- 
havior changes,  hallucina- 
tions or  delusions.  Do  not  ex- 
ceed recommended  dosage. 
Adverse  Reactions:  Dryness 
or  unpleasant  taste  in  the 
mouth,  urticaria,  overstimu- 
lation, insomnia,  urinary  fre- 
quency or  nocturia,  dizzi- 
ness, nausea,  or  headache. 


Dosage:  One  25  mg.  tablet 
b.i.d.  or  t.i.d.  Or  one  75  mg. 
Endurets  tablet  a day, 
taken  by  midmorning. 
Availability:  Pink,  square, 
scored  tablets  of  25  mg.  for 
b.i.d.  or  t.i.d.  administration, 
in  bottles  of  100  and  1000. 

Pink,  round  Endurets® 
prolonged-action  tablets  of 
75  mg.  for  once-a-day  ad- 
ministration, in  bottles  of  100 
and  1000.  (B)  R3-46-560-B 

Under  license  from 
Boehringer  Ingelheim  G.m.b.H. 

For  complete  details, 
please  see 

lull  prescribing  information. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 
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Preludin 

phenmetrazine 

hydrochloride 


Endurets 

prolonged-action 

tablets 


They  run 
a good  chance 
of  losing 
weight. 


Exercise  and  Preludin  run  together  in  helping 
patients  to  lose  weight. 

Preludin  often  puts  a natural  curb  on  appetite 
and  frequently  promotes  a sense  of 
well-being.  By  boosting  a dieter’s  spirit, 
Preludin  may  help  patients  get  the  exer- 
cise you  may  prescribe. 


One  Endurets  tablet  taken  between  break- 
fast and  midmorning  usually  provides 
daylong  and  early-evening  suppression 
of  appetite. 


Mild  ulcerative  colitis  may  be  triggered  here... 


In  mild  ulcerative  colitis,  a number  of 
factors  can  precipitate  an  attack:  for  in- 
stance, dietary  indiscretion,  such  as  eat- 
ing raw  foods,  or  emotional  overreaction, 
such  as  that  aroused  by  financial  difficul- 
ties. No  matter  what  causes  the  patient’s 
sensitive  colon  to  “act  up,”  he  soon  suf- 
fers from  acute  discomfort... and  often, 
from  anxiety  and  apprehension  as  well. 
Such  patients  frequently  respond  well  to 
adjunctive  dual-action  Librax®  therapy. 

Librax  combines,  in  a single  conve- 
nient capsule,  the  well-known  antianxiety 
effect  of  Librium®  (chlordiazepoxide 
HC1)  and  the  dependable  anticholinergic 
/antispasmodic  effect  of  Quarzan®  (clidi- 
nium  Br).  Therefore,  as  Librax  helps  to 
relieve  the  patient’s  excessive  anxiety  and 
reduce  his  overreaction  to  stress,  it  also. 


at  the  same  time,  helps  to  control  hyper- 
secretion and  hypermotility,  thus  reliev- 
ing spasm  and  abdominal  discomfort. 

With  Librax,  the  dosage  schedule  is 
simple:  1 or  2 capsules,  t.i.d.  or  q.i.d., 
will  in  most  cases  bring  the  patient  sig- 
nificant relief  of  both  the  emotional  and 
physical  elements  that  contribute  to  his 
psychovisceral  disorder. 

Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows. 

INDICATIONS:  Indicated  as  adjunctive  ther- 
apy to  control  emotional  and  somatic  factors  in 
gastrointestinal  disorders. 

CONTRAINDICATIONS:  Patients  with  glau- 
coma; prostatic  hypertrophy  and  benign  blad- 
der neck  obstruction;  known  hypersensitivity 
to  chlordiazepoxide  HC1  and/or  clidinium 
bromide. 

WARNINGS:  Caution  patients  about  possible 


combined  effects  with  alcohol  and  other 
depressants.  As  with  all  CNS-acting  drugs, 
tion  patients  against  hazardous  occupation 
quiring  complete  mental  alertness  (e.g.,  oper 
machinery,  driving).  Though  physical  and 
chological  dependence  have  rarely  been  rep> 
on  recommended  doses,  use  caution 
ministering  Librium  (chlordiazepoxide  h} 
chloride)  to  known  addiction-prone  indivic 
or  those  who  might  increase  dosage;  withdr 
symptoms  (including  convulsions),  folio 
discontinuation  of  the  drug  and  similar  to  1 
seen  with  barbiturates,  have  been  reported, 
of  any  drug  in  pregnancy,  lactation,  or  in  wo 
of  childbearing  age  requires  that  its  pote 
benefits  be  weighed  against  its  possible  haz; 
As  with  all  anticholinergic  drugs,  an  inhib 
effect  on  lactation  may  occur. 

PRECAUTIONS:  In  elderly  and  debilit: 
limit  dosage  to  smallest  effective  amount  to 
elude  development  of  ataxia,  oversedatiot 
confusion  (not  more  than  two  capsules  per 
initially;  increase  gradually  as  needed  and  I 


tc 


t 


or  here. 


A' 


- if.ti 

V.v  rTv- 


n,;bh 


% 

CWOWr^  VCAJCvvt* 

CUMlfli 


A 1089ft 


mi?  #,*%»  »m~  #■**•** 

m*  ♦ 

o,  ^ y 


' •'-  0.7i 


i Though  generally  not  recommended,  if 
ination  therapy  with  other  psychotropics 
i indicated,  carefully  consider  individual 
tacologic  effects,  particularly  in  use  of  po- 
ling drugs  such  as  MAO  inhibitors  and 
>thiazines.  Observe  usual  precautions  in 
ice  of  impaired  renal  or  hepatic  function, 
oxical  reactions  ( e.g .,  excitement,  stimula- 
! nd  acute  rage)  have  been  reported  in  psy- 
ic  patients.  Employ  usual  precautions  in 
lent  of  anxiety  states  with  evidence  of  im- 
!ng  depression;  suicidal  tendencies  may  be 
it  and  protective  measures  necessary.  Vari- 
teffects  on  blood  coagulation  have  been 
ted  very  rarely  in  patients  receiving  the 
and  oral  anticoagulants;  causal  relation- 
ias  not  been  established  clinically. 

VERSE  REACTIONS:  No  side  effects  or 
estations  not  seen  with  either  compound 
have  been  reported  with  Librax.  When 
liazepoxide  hydrochloride  is  used  alone, 
Uness,  ataxia  and  confusion  may  occur, 
ially  in  the  elderly  and  debilitated.  These 


are  reversible  in  most  instances  by  proper  dos- 
age adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a few 
instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal  symp- 
toms, increased  and  decreased  libido  — all  in- 
frequent and  generally  controlled  with  dosage 
reduction;  changes  in  EEG  patterns  (low-volt- 
age fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including  agranu- 
locytosis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally  with  chlordiaz- 
epoxide  hydrochloride,  making  periodic  blood 
counts  and  liver-function  tests  advisable  during 
protracted  therapy.  Adverse  effects  reported 
with  Librax  are  typical  of  anticholinergic  agents, 
i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary 
hesitancy  and  constipation.  Constipation  has 
occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low 
residue  diet. 


two  good  reasons 
for  prescribing 

LIBRAX* 

Each  capsule  contains  5 mg  chlordiaz- 
epoxide  HC1  and  2.5  mg  clidinium  Br. 


ROCHE 

LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Public  Enema  No.1 


Claim  the  rewards  of  sparing  your  patients  the  tubes 
and  tribulations  of  unpleasant  enemas. 


Compared  to  enemas,  Dulcolax  suppositories  are  a 
gentler  and  simpler  way  to  empty  the  bowel.  Gone 
are  the  tubing,  the  “accidents”,  and  the  bruised  egos. 
Just  one  suppository,  inserted  against  the  bowel  wall, 
usually  brings  about  an  evacuation  within  15  minutes 
to  an  hour. 

In  the  hospital,  order  Dulcolax  for  constipation  or 


bowel  cleansing.  Your  patients  will  often  prefer  itl 
embarrassing  enemas.  And  you  can  be  sure  nurs 
will  appreciate  the  saving  in  time  and  effort. 

Dulcolax  tablets  taken  at  night  usually  result  in  a 
bowel  movement  the  following  morning.  A combi 
tion  of  tablets  at  night  and  a suppository  the  next 
morning  generally  cleans  the  bowel  thoroughly  ir[ 
preparation  for  surgery  or  special  procedures.  Ke 
in  mind,  however,  that  the  drug  is  contraindicatec 
the  acute  surgical  abdomen. 


Under  license  from  Boehringer  Ingelheim  G.m.b.H. 


(fa)  Geigy  Pharmaceuticals . Division  of  Geigy  Chemical  Corporation.  Ardsley.  New  York  10502 
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will  affect  the  methods  of  delivery  of  medical  care 
in  other  communities  throughout  the  country. 

He  described  the  area  for  which  Montefiore  Hos- 
pital is  attempting  to  provide  comprehensive  med- 
ical care.  These  two  census  tracts  twenty-five  years 
ago  were  populated  by  25,000  middle  class  whites 
served  by  some  private  physicians  but  now  are 
occupied  by  45,000,  mostly  non-whites,  with  few 
private  physicians,  a high  rate  of  unemployment, 
and  a high  rate  of  infant  mortality,  with  a very 
low  level  of  income. 

He  described  the  new  spirit  of  participatory  de- 
mocracy displayed  by  the  underprivileged  people 
who  demand  a part  in  how  their  medical  care  is 
structured  and  delivered.  This  has  led  to  appoint- 
ment medicine,  administered  through  neighborhood 
centers  located  in  the  center  of  poverty  ghettos 
to  obviate  the  long  lines  and  waits  of  traditional 
clinic  medicine  and  the  complexities  and  expense 
of  patient  transportation.  Thus  the  delivery  of 
medical  care  must  be  structured  with  knowledge 
of  the  background  and  culture  of  these  people  who 
often  resent  the  young  ‘‘white  doctor”  who  ‘‘learns 
on  the  poor  and  having  learned  then  takes  care  of 
the  white  population.”  The  training  and  use  of 
health  assistants  from  the  neighborhood  where  the 
center  is  situated  has  helped  to  offset  this  resent- 
ful and  often  threatening  attitude  toward  the  med- 
ical “outsiders.” 

Doctor  Cherkasky  then  described  the  revolution 
that  is  taking  place  in  Medical  education  forcing 
medical  educators  to  address  themselves  to  the 
problems  of  the  delivery  of  medical  care.  Today's 
students  have  deep  social  commitments  and  clam- 
our for  a learning  experience  more  directly  related 
to  patient  needs  and  care.  It  is  perhaps  the  same 
spirit  of  revolution  that  has  erupted  at  Columbia 
but  medical  students  have  a more  focused  perspec- 
tive of  activism  since  they  are  already  career  ori- 
ented. 

Recently  at  Albert  Einstein  the  students  de- 
manded that  the  medical  school  admit  1/3  of  the 
entering  class  from  the  underprivileged  of  the  area 
served,  and  from  the  disadvantaged  segments  of 
society.  They  also  stated  that  the  faculty  should 
be  responsible  for  the  upgrading  and  preparation  of 
these  new  applicants  by  preliminary  teaching  so 
that  they  could  successfully  participate  in  the  pre- 
scribed medical  curriculum. 

What  are  the  solutions  for  the  medical  care 
problems  in  the  United  States?  Mr.  Walter  Reu- 
ther,  according  to  Doctory  Cherkasky,  with  other 
powerful  allies  including  Michael  DeBakey  are 
pushing  for  a National  Health  Program  and  in 
Doctor  Cherkasky’s  opinion  such  a program  is 


indeed  inevitable.  This  should  stimulate  physicians 
to  apply  themselves  usefully  in  the  planning  of 
such  a program  so  that  they  can  avoid  making  the 
same  mistakes  as  other  countries  with  socialized 
medical  programs.  It  is  important  to  build  and 
staff  quickly  more  medical  schools  for  increasing 
the  supply  of  physicians  and  thus  achieve  more 
balance  and  equality  in  bargaining  between  the 
medical  profession  and  society. 

Medical  care  must  be  community  oriented  with 
certain  centralized  facilities  to  avoid  expensive  dup- 
lication. Doctors  must  give  up  solo  in  favor  of 
group  practice  since  it  is  more  effective  and  cheap- 
er and  it  must  be  hospital  based.  The  fee  for  serv- 
ice method  must  be  phased  out  gradually  which 
will  tend  to  reduce  unnecessary  surgery  and  over- 
utilization of  hospitals  according  to  Doctor  Cher- 
kasky. The  economics  of  Medical  Care  according 
to  Doctor  Cherkasky  should  be  helped  by  over- 
hauling the  “non-system”  of  today’s  medical  prac- 
tice and  by  improving  spending  patterns  and 
methods. 

Doctor  Cherkasky  in  the  recent  past  when  he 
was  urging  passage  of  Medicare  was  called  a “rad- 
iacl.”  He  is  now  considered  an  aging  reactionary 
by  his  students  and  his  chief  concern  today  is  that 
physicians  provide  leadership  for  the  future  plan- 
ning of  Medical  Care. 

Adjournment 

The  meeting  adjourned  at  10:25  p.m. 
Attendance  64 
Collation  was  served. 

Bertram  H.  Buxton,  Jr.,  m.d. 

PROVIDENCE  MEDICAL  ASSOCIATION 

The  122nd  Annual  meeting  of  the  Providence 
Medical  Association  was  held  at  the  R.I.  Medical 
Society  Library  in  Providence  on  Monday,  Janu- 
ary 6,  1969.  The  meeting  was  called  to  order  by 
the  President,  Dr.  William  J.  MacDonald  at  8:30 
p.m.  A reading  of  the  minutes  of  the  previous 
meeting  was  omitted. 

Annual  Report  of  the  Secretary 

Dr.  Bertram  H.  Buxton,  Jr.,  Secretary,  read  his 
annual  report  for  the  year  1968,  copy  of  which  is 
made  part  of  the  official  records  of  the  meeting. 

Annual  Report  of  the  Treasurer 

In  the  absence  of  Dr.  William  A.  McDonnell, 
Treasurer,  his  annual  report  for  1968  was  read  by 
Doctor  Buxton.  Copy  of  this  report  is  made  part 
of  the  official  records  of  the  meeting. 

Presidential  Address 

Dr.  William  J.  MacDonald,  President,  gave  his 
annual  address  in  which  he  reviewed  the  work  of 
the  Association  during  the  year,  and  in  which  he 
made  recommendations  for  the  consolidation  of  all 
obstetric  care  in  the  area  at  Providence  Lying-In 
(Continued  on  next  page) 
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hospital,  open  staff  privileges  for  qualified  physi- 
cians in  all  the  area  hospitals,  and  revision  of  hos- 
pital and  district  medical  society  bylaws  to  permit 
the  inclusion  of  osteopathic  physicians.  Copy  of 
Doctor  MacDonald's  address  is  made  part  of  the 
official  records  of  the  meeting. 

Report  of  the  Executive  Committee 
Doctor  Buxton  reported  for  the  Executive  Com- 
mittee as  follows: 

That  the  preliminary  financial  statement  of  the 
Treasurer  was  received  and  approved  subject  to 
subsequent  audit  by  Ward,  Fisher  and  Company. 
That  annual  dues  proposed  for  1969  be  $30  for 

PROVIDENCE  MEDICAL  ASSOCIATION 
Officers  Elected  Jan.  6,  1969 

President:  Nathan  Chaset,  M.D. 

Vice  President : (Bertram  H.  Buxton,  Jr.,  M.D. 
Secretary:  Joseph  E.  Caruolo,  M.D. 
Treasurer:  William  A.  McDonnell,  M.D. 

Trustee  of  R.l.  Medical  Library 

(1  year  term) 

Alfred  L.  Potter,  M.D. 

COUNCILLOR 

(2  year  term) 

William  A.  MacDonald,  M.D. 

Delegates  to  the  House  of  Delegates 
of  the 

Rhode  Island  Medical  Society 

John  T.  Barrett,  M.D. 

J.  Robert  Bowen,  M.D. 
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Nathan  Chaset,  M.D. 

Herbert  Ebner,  M.D. 

Martin  Felder,  M.D. 

Henry  B.  Fletcher,  M.D. 
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Milton  W.  Hamolsky,  M.D. 

Thomas  F.  Head,  M.D. 

Joseph  Lambiase,  M.D. 

Robert  V.  Lewis,  M.D. 

Thomas  R.  Littleton,  M.D. 

Vincent  I.  MacAndrew,  M.D. 

William  J.  MacDonald,  M.D. 

Peter  Mathieu,  M.D. 

William  A.  McDonnell,  M.D. 

Frank  Merlino,  M.D. 

James  B.  Moran,  M.D. 

Gustavo  A.  Motta,  M.D. 

Raul  Nodarse,  M.D. 

Edwin  B.  O’Reilly,  M.D. 

Ralph  F.  Pike,  M.D. 

Carl  S.  Sawyer,  M.D. 

Richard  P.  Sexton,  M.D. 
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Henry  M.  Tyszkowski,  M.D. 

Banice  Webber,  M.D. 

Elihu  S.  Wing,  Jr.,  M.D. 


active  members  and  S5  for  Associate  members. 

That  in  accordance  with  the  provisions  of  the 
bylaws  the  Committee  suspended  a member  for 
conduct  detrimental  to  the  best  interest  of  the 
medical  profession  until  in  the  discretion  of  the 
Committee,  such  member  shall  have  satisfactorily 
paid  his  debts  to  Society. 

Action : A motion  was  made,  seconded  and  voted 
that  the  recommendations  be  approved. 

Doctor  Buxton  also  reported  that  the  Executive 
Committee  recommends  for  election  to  active  mem- 
bership, Dr.  James  G.  Gleason  of  Providence,  and 
the  re-instatement  to  active  membership  of  Doc- 
tors G.  Zinno  and  R.  E.  Carroll. 

Action-.  A motion  was  made,  seconded  and  voted 
to  approve  these  recommendations. 

Election  of  Officers  for  1969 
Doctor  Buxton  reported  that  no  counter  nomi- 
nations had  been  submitted  to  the  slate  of  nomi- 
nees offered  to  the  membership  with  the  notice  of 
the  December  meeting  of  the  Association,  and  he 
therefore  moved  the  election  of  the  slate  as  pub- 
lished. The  motion  was  seconded  and  voted. 

Doctor  MacDonald  introduced  to  the  members 
present  the  new  Secretary,  Dr.  Joseph  E.  Caruolo. 
the  new  Vice  President,  Doctor  Buxton,  and  he 
named  Doctors  S.  D.  Simon  and  Elihu  Saklad  as 
a committee  to  escort  Dr.  Nathan  Chaset,  the  new 
President,  to  the  rostrum. 

Doctor  Chaset  thanked  the  membership  for  the 
honor  given  him,  and  then  he  presented  in  behalf 
of  the  membership  an  engraved  gavel  to  Doctor 
MacDonald. 

Presentation  of  Membership  Certificates 
Doctor  MacDonald  presented  membership  cer- 
tificates to  the  physicians  elected  at  the  December 
meeting. 

Scientific  Program 

Dr.  Paul  Calabresi,  chief  of  the  Department  of 
Medicine  at  Roger  Williams  General  Hospital,  and 
Professor  of  Medicine  at  Brown  University,  was 
introduced  as  the  guest  speaker.  Doctor  Calabresi 
lectured  on  “Selection  of  Patients  for  Chemothe- 
rapy with  Antineoplastic  Agents.” 

Dr.  Calabresi  in  introduction  of  his  topic  stated 
that  it  was  far  easier  to  select  the  patient  for 
chemotherapy  than  to  choose  from  the  many  anti- 
cancer agents  the  most  suitable  therapeutic  anti- 
neoplastic chemical.  He  felt,  however,  that 
selection  of  the  patients  was  the  more  important 
aspect  of  the  problem.  He  listed  the  following  as 
indications  for  antineoplastic  chemotherapy: 

1 ) When  standard  surgery  or  radiotherapy  was 
not  possible. 

2)  When  there  was  an  immediate  or  incipient 
need  for  palliation. 

3)  The  patient  must  be  in  good  nutritional  state 

(Continued  on  Page  130) 
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Contraindications:  Lithiasis,  hypercalcemia,  cardiac  or 
renal  failure. 

Precautions:  If  the  patient  has  a history  of  renal  disease, 
administration  of  Effervescent  Calcium  Granules  should  be 
accompanied  by  abundant  intake  of  acidulous  liquids  such  as 
fruit  juices  to  avoid  hypercalciuria.  Should  hypercalciuria  occur, 
dosage  should  be  reduced  accordingly.  Due  consideration 
should  be  given  to  the  sodium  content  of  Effervescent  Calcium 
Granules  when  treating  patients  requiring  low  sodium  diets. 

Side  Effects:  In  high  doses  may  cause  indigestion  or  diarrhea. 
Constipation  may  occur  occasionally. 

Composition:  Each  packet  of  orange-flavored  Effervescent 
Calcium  Granules  contains  2.94  grams  of  the  double  salt  calcium 
lactate-gluconate  and  0.30  grams  of  calcium  carbonate 
(also  contains  325  milligrams  of  sodium  per  packet). 

New 

CALCIUM  FORTE 

(Effervescent  Calcium)  Granules 


s i postmenopausal  and  geriatric  patients,  low  back 
ain  of  unspecified  origin  may  be  symptomatic  of  the 
arly  stages  of  osteoporosis  and  calcium  depletion, 
reatment  with  Calcium-Forte,  a form  of  calcium 
sadily  available  for  absorption,  may  help  to  restore  a 
ositive  calcium  balance.  In  doing  so,  often  it  can 
leviate  the  symptoms  and  help  to  arrest  the  progress 
osteoporosis  by  preventing  further  skeletal  damage. 

ne  packet  of  Calcium-Forte  contains  the  equivalent  of 
DO  mg.  elemental  calcium,  the  same  amount  found  in 
> ne-half  quart  of  milk. 

pleasant  tasting  □ highly  concentrated 
readily  soluble 

dications:  As  an  adjunctive  measure  for  major  calcium 
! .-pletion  states,  which  require  elemental  intakes  higher  than 
jirmal  dietary  supplements  can  provide,  such  as  the  initial 
ages  of  postmenopausal  and  senile  osteoporosis  and  advanced 
teoporosis;  also  adjunctively  with  Vitamin  D for  the  treatment 
mild  or  latent  hypocalcemic  tetany. 
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and  must  not  he  expected  to  undergo  major  sur- 
gery within  the  next  three  to  four  weeks. 

4)  There  should  be  an  absence  of  infection; 

5)  There  must  be  adequate  bone  marrow  func- 
tion which  could  be  checked  by  the  so  called  py- 
rexal  test.  There  should  also  be  adequate  liver 
function  as  measured  by  the  uracil  metabolic  test 
and  adequate  renal  function  as  measured  by  the 
HPP  test. 

Certain  types  of  cancer  lend  themselves  to  a 
combination  of  chemotherapy  with  surgery  or  ra- 
diotherapy. Lung  cancer,  head  and  neck  tumors  as 
well  as  certain  ovarian  tumors  are  in  this  category. 
Although  chemotherapy  is  regarded  primarily  as  an 
adjuvant  mode  of  treatment  or  a palliative  method 
of  therapy,  choriocarcinoma  and  some  of  the  leu- 
kemias have  been  successfully  cured  by  chemo- 
therapy. 

Dr.  Calabresi  underlined  the  importance  of 
knowing  the  past  history  of  the  individual  as  well 
as  the  course  of  his  disease  before  determining  the 
optimum  time  to  initiate  chemotherapy. 

Toxicity  of  an  agent  such  as  methotrexate  is 
related  to  the  patient's  serum  folate  level  as  well 
as  the  patient's  general  health  and  the  ability  of 
his  bone  marrow  to  function. 

The  speaker  then  listed  the  complications  of 
chemotherapy  that  are  encountered  during  the  post- 
operative period. 

1 ) Impaired  wound  healing,  due  to  the  agent's 
interference  with  rapidly  dividing  cells. 

2)  Nausea  and  vomiting. 

3)  A negative  nitrogen  balance  enhances  leuko- 
penia with  consequent  increased  risk  of  wound  in- 
fections, especially  if  drains  are  used,  bladder  in- 
fection from  in  dwelling  catheter  and  ventilatory 
problems. 

4)  An  increased  risk  of  bleeding  exists  from  in- 
cisional areas,  because  transfusions  of  stored  blood 
have  diminished  platelet  content. 

5)  Herpes  Zoster  may  cause  severe  complications 
since  the  chemotherapeutic  agent  exacerbates  the 
necrotizing  state  of  this  viral  disease  and  death 
may  result. 

6)  Gram  negative  bactermia  secondary  to  left 
ureteral  obstruction  may  occur  in  cases  of  left 
colonic  and  left  ovarian  tumors. 

7)  Suppression  of  the  immune  reesponse  and  of 
the  bone  marrow  principally  the  granulocytes) 
from  the  9th  to  16th  day  after  starting  such  agents 
as  ARA-C  may  occur. 

In  patients  with  previous  radiation  it  is  impor- 
tant to  select  a site  for  biopsy  of  the  marrow 
from  an  area  which  was  not  eradicated.  Doctor 
Calabresi  described  the  Pyrexal  test  for  granu- 


locyte response.  This  consists  of  administering  the 
pure  endotoxin  from  Salmonella  organisms  given 
with  aspirin  to  combat  the  headaches  and  fever  to 
‘■flush  out-'  the  granulocytes.  The  dose  of  this 
endotoxin  is  0.1  gamma  I.V.  If  there  is  a “flat’’ 
response,  a suppressed  bone  marrow  exists. 

Liver  function  should  be  evaluated  if  a chemo- 
therapeutic agent,  such  as  5-fluorouracil,  which  is 
metabolized  by  the  liver,  is  to  be  used.  A test 
dose  can  be  used  to  evaluate  the  patient's  ability 
to  metabolize  the  agent  by  the  precipitated  carbon 
dioxide  expired.  If  the  measured  amount  of  this 
metabolite  is  satisfactory  then  the  patient  should 
tolerate  the  drug  without  difficulty.  The  agent,  if 
given  I.Y.,  is  less  toxic  but  exerts  less  anti-tumor 
effect  unless  the  tumor  site  is  perfused  by  the  drug 
prior  to  its  reaching  the  liver. 

Renal  damage  can  occur  from  incompletely  brok- 
en down  products  of  chemotherapeutic  agents  or 
from  the  breakdown  of  nucleic  acids  contained  in 
the  tumor  cells  leading  to  the  production  of  uric 
acid. 

Recent  findings  have  suggested  broader  uses  of 
some  chemotherapeutic  drugs.  Azauridine,  for  ex- 
ample, is  effective  in  clearing  the  lesions  of  psori- 
asis and  mycoses  fungoides  or  skin  leukemia.  It 
has  the  added  advantage  of  only  slight  toxic  ef- 
fects. Its  effect  on  systemic  leukemias  is  only 
temporary. 

Azauridine  also  arrests  the  production  of  red 
blood  cells.  This  is  a reversible  effect,  however, 
and  its  use  has  been  suggested  in  the  handling  of 
polycythemia  vera. 

Doctor  Calabresi  concluded  his  interesting  pre- 
sentation by  discussing  the  complications  of  hyper- 
uricemia which  results  as  a toxic  side  effect  from 
the  use  of  the  pyridamine  anti-metabolites.  The 
major  complications  are  secondary  gout,  chronic 
renal  impairment,  urolithiasis  and  acute  uric  acid 
nephropathy. 

Alio  purinal  HPP  blocks  the  xanthine  break- 
down into  uric  acid  and  it  can  therefore  be  utilized 
to  prevent  the  hyperuricemia  from  such  agents  as 
azauridine  or  nitrogen  mustard. 

The  meeting  adjourned  at  10:15  p.m. 

Attendance  82 

Collation  was  served 

Bertram  H.  Buxton,  jr.,  m.d. 
* * * 

PROVIDENCE  MEDICAL  ASSOCIATION 

A meeting  of  the  Providence  Medical  Association 
was  held  at  the  Medical  Library  on  Monday,  Feb- 
ruary 3,  1969.  The  meeting  was  called  to  order 
by  the  President,  Dr.  Nathan  Chaset,  at  8:30  p.m. 
The  minutes  of  the  previous  meeting  were  not  read, 
but  Doctor  Chaset  reported  they  would  be  pub- 
lished in  the  Rhode  Island  Medical  Journal. 

(Continued  on  Page  135) 
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You’ve  made  it 
one  of  your  specif i a 
in  acute  otitis  medii 

DECLOMYCIN  acts  against  many  strains  of 
H.  influenzae,  pneumococci  and  streptococci,  le1 
most  common  invaders.  In  otitis  media,  where 
is  difficult  to  isolate  the  causative  organism,  tf ; i 
coverage  may  be  important.  However,  some  str  nr 
may  be  resistant  and  other  pathogens  can  be 
involved. 

You've  found  the  high  serum  levels  of 
DECLOMYCIN  important,  too.  Its  prolonged  ac  Dr. 
permits  convenient  300  mg  b.i.d.  or  150  mg 
q.i.d.  administration. 

When  specimens  are  obtainable,  your  culture 
studies  will  indicate  the  usefulness  of 
DECLOMYCIN. 


Effectiveness:  DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  therapeutically  than  other  tetracyclines  in 
infections  caused  by  organisms  sensitive  to  the  tetracyclines. 
Contraindication:  History  of  hypersensitivity  to  demethylchlor- 
tetracycline. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  ac- 
cumulation and  liver  toxicity.  Under  such  conditions,  lower  than 
usual  doses  are  indicated,  and,  if  therapy  is  prolonged,  serum  level 
determinations  may  be  advisable.  A photodynamic  reaction  to  natural 
or  artificial  sunlight  has  been  observed.  Small  amounts  of  drug  and 
short  exposure  may  produce  an  exaggerated  sunburn  reaction  which 
may  range  from  erythema  to  severe  skin  manifestations.  In  a smaller 
proportion,  photoallergic  reactions  have  been  reported.  Patients 
should  avoid  direct  exposure  to  sunlight  and  discontinue  drug  at  the 
first  evidence  of  skin  discomfort.  Necessary  subsequent  courses  of 
treatment  with  tetracyclines  should  be  carefully  observed. 
Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur. 
Constant  observation  is  essential.  If  new  infections  appear,  appropri- 
ate measures  should  be  taken.  In  infants,  increased  intracranial  pres- 
sure with  bulging  fontanels  has  been  observed.  All  signs  and  symp- 
toms have  disappeared  rapidly  upon  cessation 
of  treatment. 

Side  Effects:  Gastrointestinal  system -ano- 


rexia, nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  enterocq 
pruritus  ani.  Skin-maculopapular  and  erythematous  rashes;  ai 
case  of  exfoliative  dermatitis  has  been  reported.  Photosensit 
onycholysis  and  discoloration  of  the  nails  (rare).  Kidney-  rise  in  f; 
apparently  dose-related.  Transient  increase  in  urinary  output,  si 
times  accompanied  by  thirst  (rare).  Hypersensitivity  reactions- 
caria,  angioneurotic  edema,  anaphylaxis.  Teeth-dental  staining; 
low-brown)  in  children  of  mothers  given  this  drug  duringthe  lattei 
of  pregnancy,  and  in  children  given  the  drug  duringthe  neonatal  i 
od,  infancy  and  early  childhood.  Enamel  hypoplasia  has  been  se  1 
a fewchildren.  If  adverse  reaction  oridiosyncrasyoccurs.discontil 
medication  and  institute  appropriate  therapy.  Demethylchlort  l 
cycline  may  form  a stable  calcium  complex  in  any  bone-formingti  j| 
with  no  serious  harmful  effects  reported  thus  far  in  humans. 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Sh 
be  given  1 hour  before  or  2 hours  after  meals,  since  absorptic 
impaired  by  the  concomitant  administration  of  high  calcium  cor 
drugs,  foods  and  some  dairy  products.  Treatment  of  streptocc 
infections  should  continue  for  10  days,  even  though  symptoms 
subsided. 

Capsules:  150  mg;  Tablets:  film  coated, 
mg,  150  mg  and  75  mg  of  demethyichlort 
cycline  HCI. 
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Butisol. 


be  "daytime  sedative”  for 
veryday  situational  stress 


hen  stress  is  situational — environmental  pressure, 
!>rry  over  illness — the  treatment  often  calls  for  an 
xiety-allaying  agent  which  has  a prompt  and 
jedictable  calming  action  and  is  remarkably  well 
.erated.  Butisol  Sodium  (sodium  butabarbital) 
uets  this  therapeutic  need, 
ter  30  years  of  clinical  use  . . . still  a first  choice 
tong  many  physicians  for  dependability,  safety  and 
anomy  in  mild  to  moderate  anxiety. 
mtraindications:  Porphyria  or  sensitivity  to 
rbiturates. 


’.cautions:  Exercise  caution  in  moderate  to  severe 
patic  disease.  Elderly  or  debilitated  patients  may 
ict  with  marked  excitement  or  depression. 

Iverse  Reactions:  Drowsiness  at  daytime  sedative 
’Se  levels,  skin  rashes,  “hangover”  and  systemic 
;turbances  are  seldom  seen. 
arning:  May  be  habit  forming. 

Mai  Adult  Dosage:  As  a daytime  sedative, 
mg.  (34  gr.)  to  30  mg.  (34  gr-)  t.i.d.  or  q.i.d. 

ailable  for  daytime  sedation:  Tablets,  15  mg.  ( Y\  gr.), 
mg.  (A  gr.);  Elixir,  30  mg.  per  5 cc.  (alcohol  7%). 

JTICAPS®  [Capsules  Butisol  Sodium  (sodium  butabarbital)] 
••  mg.  (K  gr.),  30  mg.  (y2  gr.). 

(MCNEIL  ) 

V Neil  Laboratories,  Inc.,  Fort  Washington,  Pa. 


If  you  think  the 
pink  pill  for 
U.R.I.  symptoms 
is  huilt  for  speed 
and  endurance 
you’re  on  the 
right  track. 


i 

lur 


■-re  is  a tablet  that  begins  to  relieve 
Inptoms  of  upper  respiratory  infec- 
quickly— a tablet  that  works  for 
urs  to  make  it  easy  for  your  patient 
enjoy  continuous  relief. 

'vahistine  Singlet  combines  effective 
| sage  of  an  antipyretic-analgesic 
th  a vasoconstrictor-antihistamine 
I mulation  to  relieve  not  only  the 
Ingestion,  but  also  the  fever  and 
I;  aches  and  pains  that  almost  always 
(company  upper  respiratory  infections. 


A total  daily  dosage  of  3 or  4 tablets 
will  normally  provide  the  continuous 
relief  your  patient  expects.  Use  with 
caution  in  patients  with  severe  hyper- 
tension, diabetes  mellitus,  hyperthy- 
roidism or  urinary  retention.  Caution 
ambulatory  patients  that  drowsiness 
may  result. 

PITMAN-MOORE  Division  of 
The  Dow  Chemical  Company, 
Indianapolis,  Indiana. 


Novahistine 

dltinlof  decongestant 
analgesic 

(Each  tablet  contains:  phenylephrine  hydrochloride, 

40  mg.;  chlorpheniramine  maleate,  8 mg.: 
acetaminophen,  500  mg.) 
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under 

the  collar. 


high  under 
the  cuff. 


Sometimes 


he  forgets  he  has  hypertension,  gets  hot 
under  the  collar. . . high  under  the  cuff. 


patients,  consider  Regrotori 

chlorthalidone  50  mg. 
reserpinell.S.P.  0.25  mg. 


To  lower  blood  pressure 

and  allay  anxiety  in  hypertension. 

For  brief  summary  of  prescribing 
mation,  see  next  page. 


infor- 
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Regroton  Geigy 

chlorthalidone  50  mg. 
reserpineU.S.P.  0.25  mg. 

the  once-a-day  tablet  for  anxious  hypertensives 

Regroton  is  a combination  of  two  basic 
antihypertensives  designed  to  lower  blood 
pressure  and  allay  anxiety  in  hypertension. 

With  Regroton  he  can  keep  his  shirt  on 
and  you  can  keep  his  blood  pressure  down. 

Before  prescribing,  please  review  carefully 
the  indications,  contraindications, 
warning,  precautions,  adverse  reactions 
and  dosage  information  below. 
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Regroton® 

Each  tablet  contains: 
chlorthalidone  50  mg. 
reserpine  US  P 0.25  mg. 

Indications:  Hypertension. 
Contraindications:  History  of  men- 
tal depression,  hypersensitivity 
and  most  cases  of  severe  renal  or 
hepatic  diseases. 

Warning:  With  the  administration 
of  enteric-coated  potassium  sup- 
plements, which  should  be  used 
only  when  adequate  dietary  sup- 
plementation is  not  practical,  the 
possibility  of  small-bowel  lesions 
(obstruction,  hemorrhage,  and 
perforation)  should  be  kept  in 
mind.  Surgery  for  these  lesions 
has  frequently  been  required  and 
deaths  have  occurred.  Discontinue 
coated  potassium-containing  for- 
mulations immediately  if  abdom- 
inal pain,  distention,  nausea, 
vomiting,  or  gastrointestinal  bleed- 
ing occur.  Discontinue  one  week 
before  electroshock  therapy,  and 
if  depression  or  peptic  ulcer 
occurs. 

Use  in  pregnancy:  Because  chlor- 
thalidone may  cross  the  placental 
barrier  and  appear  in  cord  blood 
and  thiazides  may  appear  in 
breast  milk,  this  drug  should  be 
used  with  care  in  pregnant  pa- 
tients and  nursing  mothers.  When 
used  in  women  of  childbearing 
age,  the  potential  benefits  of  the 
drug  should  be  weighed  against 
the  possible  hazards  to  the  fetus. 
Use  of  chlorthalidone  may  result  in 
fetal  or  neonatal  jaundice,  throm- 
bocytopenia, and  possibly  other 
adverse  reactions  which  have  oc- 
curred in  the  adult  Increased 
respiratory  secretions,  nasal  con- 
gestion, cyanosis  and  anorexia 
may  occur  in  infants  born  to 


reserpine-treated  mothers. 
Precautions:  Antihypertensive 
therapy  with  this  drug  should  al- 
ways be  initiated  cautiously  in 
postsympathectomy  patients  and 
in  patients  receiving  ganglionic 
blocking  agents,  other  potent  anti- 
hypertensive drugs,  or  curare. 
Reduce  dosage  of  concomitant 
antihypertensive  agents  by  at 
least  one-half.  To  avoid  hypoten- 
sion during  surgery,  discontinue 
therapy  with  this  agent  two  weeks 
prior  to  elective  surgical  proce- 
dures. In  emergency  surgery,  use, 
if  needed,  anticholinergic  or 
adrenergic  drugs  or  other  sup- 
portive measures  as  indicated. 
Because  of  the  possibility  of  pro- 
gression of  renal  damage,  periodic 
kidney  function  tests  are  indicated. 
Discontinue  if  the  BUN  rises  or 
liver  dysfunction  is  aggravated. 
Hepatic  coma  may  be  precipitated 
Electrolyte  imbalance  sodium 
and/or  potassium  depletion  may 
occur.  If  potassium  depletion 
should  occur  during  therapy,  the 
drug  should  be  discontinued  and 
potassium  supplements  given, 
provided  the  patient  does  not 
have  marked  oliguria 
Take  particular  care  in  cirrhosis 
or  severe  ischemic  heart  disease 
and  in  patients  receiving  corti- 
costeroids. ACTH,  or  digitalis. 
Severe  salt  restriction  is  not 
recommended  Use  cautiously  in 
patients  with  ulcerative  colitis  or 
gallstones  (biliary  colic  may  be 
precipitated).  Bronchial  asthma 
may  occur  in  susceptible  patients. 
Adverse  Reactions:  The  drug  is 
generally  well  tolerated  The  most 
frequent  side  effects  are  nausea, 
gastric  irritation,  vomiting,  diar- 
rhea, constipation,  muscle  cramps, 
headache,  dizziness  and  acute 


gout.  Other  potential  side  effects 
include  angina  pectoris,  anxiety, 
depression,  bradycardia  and 
ectopic  cardiac  rhythms  (espe- 
cially when  used  with  digitalis), 
drowsiness,  dull  sensorium,  hyper- 
glycemia and  glycosuria,  hyper- 
uricemia, lassitude,  restlessness, 
transient  myopia,  impotence  or 
dysuria,  orthostatic  hypotension 
which  may  be  potentiated  when 
chlorthalidone  is  combined  with 
alcohol,  barbiturates  or  narcotics, 
leukopenia,  aplastic  anemia,  skin 
rashes,  thrombocytopenia,  agranu- 
locytosis, nasal  stuffiness,  in- 
creased gastric  secretions, 
nightmare,  purpura,  urticaria, 
ecchymosis,  weakness,  uveitis, 
optic  atrophy  and  glaucoma,  and 
pruritus.  Eruptions  and/or  flushing 
of  the  skin,  a reversible  paralysis 
agitans-like  syndrome,  blurred 
vision,  conjunctival  injection, 
increased  susceptibility  to  colds, 
dyspnea,  weight  gain,  decreased 
libido,  dryness  of  the  mouth, 
deafness,  anorexia,  and  pan- 
creatitis when  epigastric  pain  or 
unexplained  G I symptoms 
develop  after  prolonged  adminis- 
tration Jaundice,  xanthopsia, 
paresthesia,  photosensitization 
and  necrotizing  angiitis  are 
possible. 

Average  Dosage:  One  tablet  daily 
with  breakfast 

Availability:  Pink,  single-scored 
tablets  in  bottles  of  100  and  1000. 
(B146-600-C 

For  details,  please  see  complete 
prescribing  information. 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 
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Announcements 

The  President  made  the  following  announce- 
ments: 

1 ) That  a poll  of  the  membership  was  being  con- 
ducted to  inquire  the  wishes  of  the  members  re- 
garding the  day,  time  and  frequency  of  the  sci- 
entific sessions  of  the  Association; 

2 ) That  an  outstanding  program  has  been 
planned  for  the  Scientific  Assembly  of  the  Rhode 
Island  Medical  Society,  to  be  held  in  May,  and 
that  members  should  check  the  dates  on  their  ap- 
pointment calendars  far  in  advance  that  they  may 
be  free  to  attend  the  sessions; 

3)  That  committees  had  been  named  to  serve 
the  Association  during  1969; 

4)  That  Mr.  Edward  J.  Lynch  has  been  em- 
ployed by  the  state  medical  society  as  assistant 
executive  secretary; 

5)  That  the  Association  had  lost  by  death  within 
the  week  Dr.  Arthur  Ratteni. 

* * * 

Doctor  Chaset  called  for  a moment  of  silent 
prayer  in  memory  of  Doctor  Rattenni. 

Scientific  Lecture 

Doctor  Chaset  introduced  Dr.  Robert  Davis, 
physician-in-chief  at  Miriam  Hospital,  and  Profes- 


Left: Irregular,  geographic-map-like  whitish  area  in 

contrast  with  dark  ones.  Duration  years.  Moderate 
itching. 

Right:  Fiery  red,  itching,  oozing  areas  (dark  in  the 
picture)  in  contrast  with  areas  of  normal  skin 
(white  in  the  picture)  presenting  a distinct  pattern, 
the  brassiere  pattern.  Duration  a few  days. 
Answers  on  page  183. 

sor  of  Bio-Medical  Sciences  at  Brown  University, 
who  addressed  the  members  on  ‘‘The  Current  State 
of  Renal  Transplantation  in  Man.” 

To  a small  but  attentive  and  appreciative  audi- 
ence, Doctor  Davis  delivered  a most  interesting 
and  informative  talk  to  the  Association.  He  traced 
the  history  of  renal  transplatation  from  the  days 
of  Carrel  (1902)  to  the  present  time.  He  pointed 
out  that  the  contribution  of  Carrel  was  in  the  area 
of  technique  and  that  beginning  with  Medewar  in 
1946  the  immunological  advancements  followed 
each  other  in  rapid  succession.  The  present  status 
of  transplantation,  now  being  enhanced  by  tissue 
typing,  records  success  in  seventy  per  cent  of  those 
cases  in  which  the  donor  and  recipients  are  identi- 
cal twins,  in  fifty  per  cent  of  cases  in  which  sib- 
lings are  involved,  in  thirty-eight  per  cent  involv- 
ing relatives,  and  even  records  a ten  per  cent  suc- 
cess rate  in  the  use  of  cadaver  kidneys.  Doctor 
Davis  received  his  well  earned  applause  from  the 
membership  and  guests. 

(Continued  on  Page  184) 
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THE  WASHINGTON  SCENE 

A Summary  Report  Prepared  by 
the  W ashington  Office  of  the  Amer- 
ican Medical  Association. 


A Federal  Communications  Commission  pro- 
posal to  ban  cigarette  advertising  on  radio  and 
television  put  the  issue  squarely  before  Congress 
again. 

In  1965,  Congress  outlawed  any  federal  or  state 
controls  on  cigarette  ads  as  a provision  of  the  le- 
gislation that  made  mandatory  that  cigarette  pack- 
ages carry  the  warning:  "Caution:  Cigarette  Smok- 
ing May  Be  Hazardous  to  Your  Health.-’  Propo- 
nents of  the  electronic  advertising  ban  contend 
that  the  package  warning  doesn't  make  enough 
impact. 

Even  before  the  FCC  announcement,  some  mem- 
bers of  Congress  were  saying  that  the  provision 
outlawing  federal  and  state  controls  over  cigarette 
advertising  should  be  allowed  to  expire  on  June  3. 
However,  congressional  reaction  to  the  FCC  ruling 
was  mixed. 

The  American  Medical  Association  House  of 
Delegates,  at  its  meeting  in  Miami  Beach  last  De- 
cember, declined  to  approve  a resolution  condemn- 
ing cigarette  advertising  on  TV.  Instead,  it  adopted 
a resolution  urging  that  AM  A members  “play  a 
major  role  against  cigarette  smoking  by  personal 
example  and  by  advice  regarding  the  health  haz- 
ards of  smoking.”  The  adopted  resolution  also 
made  it  Association  policy  that  the  AMA  “dis- 
courage smoking  by  means  of  public  pronounce- 
ments and  educational  programs”  and  “take  a 
strong  stand  against  smoking  by  every  means  at 
its  command.” 

Anticipating  censorship  charges  — which  came 
promptly  from  the  tobacco  and  broadcasting  in- 
dustries, and  some  members  of  Congress,  the  FCC 
said  in  announcing  its  proposal: 

“We  believe  that  in  the  case  of  such  a threat  to 
public  health,  the  authority  to  act  is  really  a duty 
to  act.  We  stress  again  that  our  action  is  limited 
to  the  unique  situation  and  product;  that  we  are 
are  unaware  of  any  other  product  commercials 
calling  for  such  action,  and  expressly  disclaim  any 
intention  to  so  proceed  against  other  product  com- 
mercials.” 

* * * 
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A nationwide  increase  in  deaths  from  pneumonia 
was  attributable  to  the  Hong  Kong  flu  epidemic, 
the  federal  government  reported. 

’ Pneumonia-influenza  deaths  increased  over  what 
was  expected  normally  over  the  time  the  flu  epi- 
demic was  active,”  Public  Health  Service  Surgeon 
General  Dr.  William  H.  Stewart  said,  adding  the 
deaths  included  all  kinds  of  pneumonia  and  that 
the  increase  was  “almost  universal  across  the 
country.” 

The  National  Communicable  Disease  Center  in 
Atlanta  said  pneumonia-influenza  deaths  are  one 
measurement  of  the  severity  of  a flu  epidemic.  Re- 
ports from  122  cities  during  the  eight  weeks  ended 
February  1 show  5,270  more  pneumonia-influenza 
deaths  than  the  number  normally  predictable  dur- 
ing that  period.  The  epidemic  then  was  “on  a 
downtrend,”  according  to  the  CDC. 

* * * 

Robert  H.  Finch,  the  new  secretary  of  Health, 
Education  and  Welfare,  is  giving  health  care  costs 
a high  priority  in  tackling  the  department's  prob- 
lems. 

Even  before  he  was  sworn  in  as  secretary,  Finch 
made  an  unannounced  call  on  chairman  Wilbur  D. 
Mills  (D..  Ark.)  of  the  House  Ways  and  Means 
Committee,  which  has  jurisdiction  over  HEW's 
medicare  and  medicaid  programs.  Finch  afterwards 
said  his  staff  would  confer  with  Mills’  staff  to 
consider  legislation  or  regulations  that  could  com- 
bat higher  health  care  costs. 

“His  staff  and  my  people  are  going  into  this  to 
see  what  we  can  do  about  the  skyrocketing  costs 
especially  hospitalization  where  70  per  cent  of 
the  costs  are  labor,”  Finch  said. 

The  former  California  lieutenant  governor  said 
he  was  thinking  about  the  pilot  program  in  his 
native  state  — which  he  called  a para-medical 
program  — • whereby  long  stays  in  the  hospitals 
are  shortened  by  putting  people  in  intensive  care 
centers.  If  hospital  stays  could  be  shortened,  he 
said,  “massive  savings  would  result.” 

Mills  was  reported  as  favoring  broadened  medi- 
(Continued  on  Page  137) 
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heavenly  relief 
for  unearthly  cough 


Benyliii 

EXPECTORANT 


*■ 


APTRO 


Each  fluidounce  contains:  80  mg. 
Benadryl®  ( diphenhydramine 
hydrochloride,  Parke-Davis); 
1 2 grains  ammonium  chloride; 

5 grains  sodium  citrate; 
2 grains  chloroform;  1/10  grain 
menthol;  and  5%  alcohol. 
An  antitussive  and  expectorant  for 
control  of  coughs  due  to  colds  or 
of  allergic  origin,  BENYLIN 
EXPECTORANT  is  the  leading 
cough  preparation  of  its  kind. 
BENYLIN  EXPECTORANT 
tends  to  inhibit  cough  reflex . . . 
soothes  irritated  throat  membranes. 

And  its  not-too-sweet,  pleasant 
raspberry  flavor  makes  BENYLIN 
EXPECTORANT  easy  to  take. 
PRECAUTIONS:  Persons  who 
have  become  drowsy  on  this  or 
other  antihistamine-containing 
drugs,  or  whose  tolerance  is  not 
known,  should  not  drive  vehicles 
or  engage  in  other  activities  re- 
quiring keen  response  while  using 
this  preparation.  Hypnotics,  seda- 
tives, or  tranquilizers  if  used  with 
BENYLIN  EXPECTORANT 
should  be  prescribed  with  caution 
because  of  possible  additive  effect. 
Diphenhydramine  has  an  atro- 
pine-like  action  which  should  be 
considered  when  prescribing 
BENYLIN  EXPECTORANT. 
ADVERSE  REACTIONS:  Side 
reactions  may  affect  the  nervous, 
gastrointestinal,  and  cardiovascu- 
lar systems.  Drowsiness,  dizziness, 
dryness  of  the  mouth,  nausea,  ner- 
vousness, palpitation,  and  blurring 
of  vision  have  been  reported.  Al- 
lergic reactions  may  occur. 
PACKAGING:  Bottles  of  4 oz., 
1 6 oz.,  and  1 gal. 
Parke,  Davis  & Company 
Detroit,  Michigan  48232 


PARKE-DAVIS 


410R69 


Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate,  5 00  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 


WILLIAM  P.  POYTHRESS  & 


COMPANY.  INC.,  RICHMOND,  VIRGINIA  23217 


r a cold,  nTz®  Nasal  Spray  provides  rapid  relief  of 
sal  symptoms.  Relief  starts  with  the  first  spray  which 
ens  the  inferior  part  of  the  common  meatus.  A second 
ray,  a few  minutes  later,  will  shrink  the  turbinates  to 
Ip  provide  sinus  drainage  and  ventilation.  Dosage 
ty  be  repeated  every  three  or  four  hours  as  needed, 
temporary  relief  of  symptoms.  nTz  is  well  tolerated 
t overdosage  should  be  avoided, 
a sinusitis  deterrent,  nTz  Nasal  Spray  can  be  used  to 
ep  the  nasal  passages  open  during  a cold  to  help  pre- 
nt  development  of  acute  sinusitis  — or  to  help  prevent 
e acute  condition  from  becoming  chronic. 

ipplied:  NTz  Nasal  Spray,  plastic  squeeze  bottles  of 
I ml.;  nTz  Nasal  Solution,  bottles  of  30  ml.  (1  fl.  oz.) 
th  dropper. 


NTz  is  more  than  a simple  vasoconstrictor.  It  contains 
Neo-Synephrine®  (brand  of  phenylephrine) 

HCI  0.5  per  cent,  the  major  component, 
virtually  synonymous  with  fast,  efficient 
but  gentle  nasal  vasoconstriction. 

Thenfadil®  (brand  of  thenyldiamine)  HCI 
0.1  per  cent,  topical  antihistamine  for 
reduction  of  rhinorrhea,  sneezing  or 
itching.  It  combats  the  allergic  reac- 
tions that  may  occur  in  colds  or  sinusitis. 
Zephiran®  (brand  of  benzalkonium,  as 
chloride,  refined)  1 :5000,  antiseptic 
preservative  and  wetting  agent  to 
promote  penetration  and  spread  of 
the  formula. 


Winthrop  Laboratories,  New  York,  N.Y.  10016  W/nfhrap 


Just  one  tablet  at  bedtime  • Prevents  pain- 
ful night  leg  cramps  • Permits  restful  sleep 


Antrocol  provides  the  prompt,  predictable  antisecrc 
tory  action  of  the  belladonna  alkaloid,  atropine,  forti 
fied  with  sedation  and  blended  with  Bcnsulfoid,  con 
tributing  to  slow,  even  absorption. 

Each  Antrocol  tablet  or  capsule  contains  0.324  mg.  o 
atropine  sulfate,  which  is  twenty-four  thousandths  o 
a milligram  more  than  the  smallest  effective  dost 
specified  in  U.S.P.,  Vol.  17.  This  slight  increase  in  the 
smallest  effective  dose  of  the  antisecretory  factoi 
(atropine)  is  all  the  average  patient  can  tolerate 
without  discomfort. 

One  Antrocol  tablet  or  capsule  taken  three  time: 
daily  lessens  emotional  stress  and  maintains  a gastrii 
function  that  is  not  conducive  to  the  development  o 
peptic  ulcer. 

Antrocol  is  also  useful  in  the  treatment  of  peptic 
ulcer.  Dosage  up  to  8 tablets  or  capsules  per  day  tc 
obtain  the  desired  antisecretory  titer.  When  ulcer  ha; 
healed,  one  Antrocol  tablet  or  capsule  morning  anc 
evening  gives  protection  against  recurrence. 

Each  tablet  or  capsule  contains: 


Atropine  Sulfate  0.324  mg. 

Phenobarbital  (may  be  habit  forming)  . . 16  mg. 

Bensulfoid.  see  white  section  P.D.R.  ...  65  mg. 


Side-effects:  Toxic  levels  of  atropine  may  produce  flush- 
ing, dry  mouth,  blurred  vision,  tachycardia,  or  urinary 
retention.  Precautions:  Do  not  use  in  glaucoma.  Use 
cautiously  in  prostatic  hypertrophy. 

Federal  low  prohibits  dispensing  without  prescription. 


How  many  of  your  patients  stamp  their  feet  at  night 
and  lose  sleep  because  of  painful  leg  cramps?  Un- 
less prompted,  they  usually  fail  to  report  this  dis- 
tressing condition  and  suffer  needlessly. 

One  tablet  of  QUINAMM  at  bedtime  usually  con- 
trols distressing  night  cramps  and  permits  restful 
sleep  with  the  initial  dose. 

Prescribing  information— Composition:  Each  white,  beveled, 
compressed  tablet  contains:  Quinine  sulfate,  260  mg.,Amino- 
phylline,  195  mg.  Indications:  For  the  prevention  and  treat- 
ment of  nocturnal  and  recumbency  leg  muscle  cramps,  in- 
cluding those  associated  with  arthritis,  diabetes,  varicose 
veins,  thrombophlebitis,  arteriosclerosis  and  static  foot  de- 
formities. Contraindications:  QUINAMM  is  contraindicated  in 
pregnancy  because  of  its  quinine  content.  Side  Effects/ 
Precautions:  Aminophylline  may  produce  intestinal  cramps 
in  some  instances,  and  quinine  may  produce  symptoms  of 
cinchonism,  such  as  tinnitus,  dizziness,  and  gastrointestinal 
disturbance.  Discontinue  use  if  ringing  in  the  ears,  deafness, 
skin  rash,  or  visual  disturbances  occur.  Dosage:  One  tablet 
upon  retiring.  Where  necessary,  dosage  may  be  increased  to 
one  tablet  following  the  evening  meal  and  one  tablet  upon 
retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 


WILLIAM  P.  POVTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 

Manufacturers  of  ethical  pharmaceuticals  since  1856 


Antrocol 
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care  benefits  or  hospital  care  to  cover  disabled 
workers,  who,  by  nature  of  their  disabilities,  re- 
ceive Social  Security  payments  — but  because  they 
are  under  65  — are  ineligible  for  medicare.  He  was 
also  reported  to  be  concerned  over  increases  in 
hospital  charges  and  doctors’  fees. 

Several  members  of  Congress  have  expressed 
concern  over  increases  in  the  federal  costs  of  med- 
icare and  medicaid.  The  Johnson  Administration’s 
budget  for  fiscal  1970,  starting  next  July  1,  allots 
$6.9  billion,  up  $636  million,  for  medicare  and  $3 
billion,  up  $600  million,  for  medicaid. 

A bill,  introduced  by  Sen.  George  Aiken  (R., 
Yt.),  with  Senate  Majority  leader  Mike  Mansfield 
(Mont.)  and  Sen.  Winston  Prouty  (R.,  Vt.),  as 
co-authors,  would  do  away  with  the  present  “usual 
and  customary  charge  concept,"  place  all  physi- 
cians on  assignment,  and  reimburse  them  through 
the  average  payment  for  the  same  service  provided 
by  the  local  Blue  Shield.  Deductibles  and  co-in- 
surance would  be  eliminated,  among  many  other 
changes. 

The  Labor  Department  reported  that  medical 
costs,  including  both  hospitalization  and  physi- 
cians' fees,  rose  7.3  per  cent  for  the  calendar  year 
1968. 

Finch  said  the  Nixon  Administration's  HEW 
budget  requests  would  be  about  the  same  size  as 
the  $17.5  billion  submitted  by  the  Johnson  ad- 
ministration, but  that  there  would  be  changes  with- 
in the  overall  total.  Estimated  total  federal  spend- 
ing in  the  health  field  will  rise  to  $18.3  billion. 

HEW  said  that  national  spending  for  health 
care,  both  government  and  private,  continued-  to 
rise  in  fiscal  1968.  The  total  for  1968  was  $53.1 
billion,  $33.7  billion  private  and  $19.4  billion  gov- 
ernment. This  compared  with  $47.9  billion  ($32.2 
billion  private  and  $15.7  government)  for  fiscal 
1967.  In  fiscal  1960,  it  was  $26.4  billion  — $20 
billion  private  and  $6.4  billion  government. 

* * 

The  Defense  Department  will  call  up  437  physi- 
cians, 23  osteopaths  and  25  optometrists  in  1969 
in  the  lowest  doctors'  draft  in  seven  years.  The 
total  of  485  medical  men  compared  with  1,126 
drafted  in  1968,  2,329  in  1967,  2,596  in  1966  and 
2,830  in  1965. 

The  stabilization  of  the  build-up  of  forces  as- 
sociated with  the  Vietnam  war  and  with  a large 
number  of  volunteers  made  it  possible  to  keep 
the  doctors  draft  low,  the  Pentagon  said.  All  of 
the  physicians  will  go  into  the  Army.  Some  of  the 
osteopaths  and  optometrists  will  go  into  other 
services.  None  will  go  into  uniform  until  July. 

sfc 


The  National  Research  Council  charged  that 
most  ambulances  in  the  U.S.  are  not  “providing 
emergency  care  to  the  critically  injured.”  It  cited 
a lack  of  equipment,  supplies  and  untrained  at- 
tendants. 

The  Council  said  that  “hearses  and  station  wag- 
ons, commonly  used  as  emergency  vehicles,”  do 
not  carry  the  necessary  equipment  or  provide  the 
space  for  such  equipment  “for  the  carrying  out  of 
modern  resuscitative  procedures  either  at  the  scene 
of  an  accident  or  during  transportation.”  It  said 
“action  must  be  taken  to  develop  and  enforce  na- 
tionwide standards  for  ambulance  service,”  because 
accidental  injuries  are  the  leading  cause  of  death 
during  the  first  half  of  a person’s  life  span. 

“Only  10  states  have  statutes  prescribing  the 
equipment  to  carried  by  an  ambulance,  and  the 
federal  guidelines  for  motor  safety  do  not  cover 
the  special  features  necessary  to  safe  transport  of 
the  critically  ill  or  injured,”  the  council  reported. 

The  National  Research  Council  is  a subsidiary 
of  the  National  Academy  of  Sciences,  an  organi- 
zation created  by  a congressional  charter  in  1S63. 


In  1967  almost  45,000  new  active  cases  were 
reported.  Isn’t  that  a good  reason  to  make  tubercu- 
lin testing  with  the  white  LEDERTINE™  Applicator 
a routine  part  of  your  physical  examinations? 


L TUBERCULIN 
I a TINE  TEST 

(Rosenthal)  with  Old  Tuberculin 

Precautions:  With  a positive  reaction,  consider  further 
diagnostic  procedures.  Use  with  caution  in  persons  with 
active  tuberculosis  or  known  allergy  to  acacia.  Vesicula- 
tion,  ulceration,  or  necrosis  may  occur  at  the  test  site  in 
highly  sensitive  persons. 


LEDERLE  LABORATORIES 


A Division  of  American  Cyanamid  Company,  Pearl  River,  N.  Y. 
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THE  SURGICAL  CONSENT  FORM* 


Legal  Consent,  given  by  anyone  who  has  reached 
the  age  of  reason,  is  valid  only  to  the  extent  that 
there  is  ( 1 ) an  understanding  of  the  subject  mat- 
ter by  the  person  giving  consent,  and  (2)  a meet- 
ing of  the  minds  of  the  person  giving  and  the  per- 
son requesting  the  consent  as  to  the  subject  matter. 
In  other  words,  they  must  both  be  talking  about 
the  same  thing  and  must  clearly  understand  each 
other  at  the  time  that  the  consent  is  given.  Sub- 
terfuges and  semantic  tricks  cannot  be  employed 
to  obtain  a valid  consent.  Likewise,  a binding 
consent  cannot  be  obtained  from  anyone  whose 
mind  is  seriously  disturbed  by  pain  or  medication. 
The  privacy  of  one's  person  is  so  sacredly  re- 
garded in  the  law7  that  one  of  the  most  important 
types  of  legal  consent  is  that  relating  to  proposed 
surgical  treatment. 

Consent  For  Surgery  is  an  authorization  given 
by  a patient,  or  someone  acting  in  behalf  of  a 
patient,  permitting  a physician  to  surgically  oper- 
ate on  the  patient's  body.  It  may  be  Implied  Con- 
sent or  Expressed  Consent.  Implied  Consent  may 
be  present  in  this  manner:  There  is  a presumption 
in  the  law  that  everyone  desires  to  live.  No  one  in 
his  right  mind  is  consciously  bent  on  self  destruc- 
tion. This  legal  presumption  creates  an  implied 
authorization  for  the  physician  to  perform  emer- 
gency. lifesaving  surgery  on  any  patient.  Expressed 
Consent  may  be  either  verbal  or  waitten.  It  is 
most  frequently  executed  in  writing  by  a patient 
or  someone  in  behalf  of  the  patient.  While  there 
is  nothing  intrinsically  wrong  with  Expressed  Ver- 
bal Consent,  there  is  always  the  possibility  that 
the  verbal  consent  might  later  be  repudiated  by 
the  patient.  It  might  be  alleged  that  the  person 
giving  verbal  consent  was  acting  under  duress  or 
embarrassment  and  would  not  have  expressed  his 
consent  if  he  had  been  given  the  opportunity  for 
the  free  and  unfettered  expression  of  his  will.  The 
matter  would  reduce  itself  to  a contest  of  truth 
between  the  patient  and  the  physician. 

Expressed  Written  Consent  is  the  most  desirable 
form  of  consent  because  it  constitutes  ( 1 ) tangible 
evidence  of  the  patient's  exact  understanding  of 
the  matter,  and  (2)  mutual  agreement  as  to  the 
type  and  extent  of  the  surgery.  For  the  purpose 
of  executing  an  Expressed  Written  Consent,  a 
printed  form  is  most  ordinarily  used.  However,  a 
handwritten  statement  by  the  patient  is  in  con- 

*Reprinted with  the  consent  of  the  Editor  and  Pub- 
lisher, William  J.  Regan,  from  THE  REGAN  RE- 
PORT ON  MEDICAL  LAW,  Vol.  1.  No.  11,  No- 
vember, 1968. 


formity  with  the  legal  requirements  and  even  a 
telegram  from  the  person  or  persons  authorized 
to  give  consent  for  an  unconscious  or  disoriented 
patient,  or  a patient  who  is  still  a minor  and  under 
parental  control,  is  sufficient  for  the  purpose.  A 
telegram  consent  is  qualitatively  superior  to  the 
verbal  telephone  consent  in  the  order  of  legal  pri- 
orities. Expressed  Verbal  Consent,  in  the  presence 
of  a witness,  is  sometimes  the  only  type  of  con- 
sent that  can  be  obtained  due  to  the  debility  of 
the  patient  or  other  circumstances.  While  it  is  not 
the  most  desired  form,  it  is  better  evidence  of  the 
cooperation  and  willingness  of  the  patient  to  un- 
dergo surgery  than  would  be  the  case  if  no  ex- 
pressed consent  had  been  obtained  and  reliance 
had  to  be  placed  on  the  implied  consent  of  the 
patient. 

.4  Broad,  General  Consent,  authorizing  “any  li- 
censed physician  to  perform  any  operation  neces- 
sary to  restore  me  to  health  " — signed  by  a be- 
fuddled patient  in  a cursory  way  at  the  time  of 
admission  to  a hospital  or  on  the  anxious  eve  of 
elective  surgery  — is  hardly  worth  the  paper  it  is 
written  on.  In  effect,  it  serves  no  greater  use  than 
to  reiterate  what  is  already  implied  by  the  pa- 
tient's voluntary  admission  and  confinement  in 
the  hospital.  As  we  noted  above,  there  is  a pre- 
sumption in  the  law  that  everyone  desires  to  be 
restored  to  health.  Such  a consent  form,  however, 
could  hardly  be  construed  as  evidence  of  an  under- 
standing of  the  nature  of  surgery  on  the  part  of 
the  patient  and  as  evidence  of  a meeting  of  the 
minds  between  the  patient  and  the  surgeon.  The 
argument  made  by  those  who  use  a broad,  general 
consent  form  is  that  it  gives  the  surgeon  consider- 
able latitude  in  doing  anything  that  he  deems  in 
the  best  interest  of  his  patient,  including  surgical 
procedures  which  were  not  discussed  and  were  not 
contemplated  at  the  time  the  presurgical  confer- 
ence was  held.  The  basic  legal  problem  with  this 
type  of  consent  form  is  that,  like  vague  verbal 
consent,  it  can  be  so  easily  and  convincingly  re- 
pudiated by  a patient,  when,  following  surgery, 
the  patient  is  less  than  happy  about  the  outcome 
of  his  surgery  and  of  his  post-surgical  care.  On  the 
other  hand,  consents  can  handcuff  a surgeon  w'hen 
they  are  drafted  in  such  a way  that  he  has  au- 
thorization to  perform  only  one  specific  surgical 
procedure. 

The  Properly  Executed  Consent  Form  should 
contain  enough  flexibility  for  the  operating  sur- 
geon to  perform  the  anticipated  surgery  and  to 
'(Concluded  on  Page  141) 
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With  the 
broad  Polycillin 

(ampicillin  trinydrate) 

spectrum... 


STAPHYLOCOCCI 


...you  have 
a lot  going  for  you 
in  the  wide 
range  of  bacterial 
infections. 


PRESCRIBING  INFORMATION.  For  complete 
information  consult  Official  Package  Circular. 
Indications:  Infections  due  to  susceptible  strains 
of  Gram-negative  bacteria  (including  Shigellae, 
S.  typhosa  and  other  Salmonellae,  £.  coli,  H.  in- 
fluenzae, P.  mirabilis,  N.  gonorrhoeae  and  N. 
meningitidis)  and  Gram-positive  bacteria  (in- 
cluding streptococci,  pneumococci  and  nonpeni- 
cillinase-producing staphylococci). 
Contraindications:  A history  of  allergic  reac- 
tions to  penicillins  or  cephalosporins  and  infec- 
tions due  to  penicillinase-producing  organisms. 
Precautions. Typical  penicillin-allergic  reactions 
may  occur,  especially  in  hypersensitive  pa- 
tients. Mycotic  or  bacterial  superinfections  may 
occur.  Experience  in  newborn  and  premature 
infants  is  limited  and  caution  should  be  used 
in  treatment,  with  frequent  organ  function  eval- 
uations. Safety  for  use  in  pregnancy  is  not  estab- 
lished. In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  performed  initially  and 


monthly  for  4 months.  Assess  renal,  hepatic 
and  hematopoietic  function  intermittently  dur- 
ing long-term  therapy. 

Adverse  Reactions:  Skin  rash,  pruritus,  urti- 
caria, nausea,  vomiting,  diarrhea  and  anaphy- 
lactic reactions.  Mild  transient  elevations  of 
SGOT  or  SGPT  have  been  noted.  Black  tongue 
has  been  noted  in  some  patients  receiving  the 
Chewable  Tablets. 

Usual  Dosage:  Adults— 250  or  500  mg.  q.  6 h. 
(according  to  infection  site  and  offending  or- 
ganisms). Children— 50-100  mg. /Kg. /day  in  3 
to  4 divided  doses  (depending  on  infection  site 

Polycillin6 

(ampicillin  tri  hydrate) 


and  offending  organisms).  Bacterial  meningitis 
—150-200  mg./Kg./day  in  6 to  8 divided  doses. 
Children  weighing  more  than  20  Kg.  should  be 
given  an  adult  dose  when  prescribing  orally. 
In  parenteral  administration,  children  weighing 
more  than  40  Kg.  should  be  given  an  adult  dose. 
Beta-hemolytic  streptococcal  infections  should 
be  treated  for  at  least  10  days. 

Supplied:  Capsules— 250  mg.  in  bottles  of  24  and 
100.  500  mg.  in  bottles  of  16  and  100.  For  Oral 
Suspension— 125  mg./ 5 ml.  in  60,  80  and  150 
ml.  bottles.  250  mg./ 5 ml.  in  80  and  150  ml. 
bottles.  Chewable  Tablets— 125  mg.  in  bottles 
of  40.  Injectable— for  l.M./I.V.  use— vials  of 
125  mg.,  250  mg.,  500  mg.,  and  1 Gm.  Pediatric 
Drops— 100  mg./ ml.  in  20  ml.  bottles. 
u-i/2/69  A. H.F.S.  Category  8:12.16 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 
Syracuse,  New  York  13201 


BRISTOL 


The  penicillin  you  use  like  a broad-spectrum  antibiotic 


Her  urinary  tract  infection  reveals  itself  through  pain  and  discomfort. 


While  the  pain  and  discomfort  of  a G.U.  infection 
are  anything  but  pleasant,  the  patient  may  be 
luckier  than  she  realizes.  That  burning  sensation 
(and/or  frequency,  urgency,  dysuria)  is  a usually 
reliable  sign  of  a urinary  tract  infection.  And  it's 
her  good  fortune  that  her  infection  won’t  go  un- 
detected... or  untreated. 

Azo  Gantanol®  therapy  usually  provides  anal- 
gesic action  within  one-half  hour,  while  control 
of  the  infection  begins  within  two  hours.  Azo,  a 
specific  urinary  analgesic,  soothes  inflamed  mu- 
cosa to  give  symptomatic  relief.  At  the  same  time, 
the  antibacterial  component,  Gantanol  (sulfa- 


methoxazole), achieves  therapeutic  levels  in  the 
blood  and  urine,  with  diffusion  into  interstitial 
fluids.  Azo  Gantanol  — a good  choice  when  uri- 
nary tract  infection  reveals  itself  through  symp- 
tomatic distress. 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  ap- 
pears on  opposite  page. 

Azo  Gantanol 

(Each  tablet  contains  0.5  Gm  sulfamethoxazole  and  100  mg 
phenazopyridine  HCI.) 


Azo  for  the  pain 
Gantanol 

(sulfamethoxazole) 

for  the  pathogens 

Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Urinary  tract  infections 
I with  associated  pain  or  discomfort 
I,  when  due  to  susceptible  organisms; 
i prophylactically  in  urologic  surgery, 
catheterization  and  instrumentation. 
Contraindicated  in  sulfonamide-sen- 
|i  sitive  patients,  pregnant  females  at 
I term,  premature  infants,  newborn  in- 
I;  fants  during  the  first  three  months  of 
life,  glomerular  nephritis,  severe  hep- 
i atitis,  uremia  and  pyelonephritis  of 
i pregnancy  with  gastrointestinal  dis- 

■ turbances. 

Warnings:  Use  only  after  critical  ap- 
i praisal  in  patients  with  liver  damage, 
h renal  damage,  urinary  obstruction  or 
blood  dyscrasias.  If  toxic  or  hypersen- 
t:  sitivity  reactions  or  blood  dyscrasias 
r occur,  discontinue  therapy.  In  closely 
intermittent  or  prolonged  therapy, 
blood  counts  and  liver  and  kidney 
function  tests  should  be  performed. 
Precautions:  Observe  usual  sulfona- 
mide therapy  precautions  including 
maintenance  of  an  adequate  fluid  in- 
I take.  Use  with  caution  in  patients  with 
! histories  of  allergies  and/or  asthma. 
Patients  with  impaired  renal  function 
should  be  followed  closely  since  renal 
impairment  may  cause  excessive  drug 
accumulation.  Occasional  failures 
may  occur  due  to  resistant  microorga- 
nisms. Not  effective  in  virus  and  rick- 
ettsial infections. 

Adverse  Reactions:  Headache,  nau- 

■ sea,  vomiting,  urticaria,  diarrhea,  hep- 
atitis, pancreatitis,  blood  dyscrasias, 
neuropathy,  drug  fever,  skin  rash, 
Stevens-Johnson  syndrome,  injection 
of  the  conjunctiva  and  sclera,  pete- 
chiae,  purpura,  hematuria  or  crystal- 
luria  may  occur,  in  which  case  the 
dosage  should  be  decreased  or  the 
drug  withdrawn. 

Dosage:  Adults  — 4 tablets  initially, 
then  2 tablets  morning  and  evening. 
How  Supplied:  Tablets,  bottles  of  50. 


Roche 

LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


HOW  TO  GET  PAID  FOR  TREATING 
MILITARY  PATIENTS 

Payment  to  civilian  sources  for  emergen- 
cy professional  services  rendered  to  military 
personnel  who  are  on  active  duty  (as  con- 
trasted to  retired,  or  inactive  members  of 
the  National  Guard  or  Reserve)  is  the  re- 
sponsibility of  the  Surgeon  of  the  geographi- 
cal area  in  which  such  services  are  provided. 
Collection  cannot  be  made  from  the  Office 
for  the  Civilian  Health  and  Medical  Pro- 
gram for  the  Uniformed  Services 
(OCHAMPUS),  Denver,  Colo.,  or  its  fiscal 
agents,  who  are  responsible  only  for  the 
payment  of  medical  care  rendered  to  au- 
thorized dependents  and  retired  military 
personnel. 

When  a patient  is  identified  as  an  Army 
member,  on  active  duty,  notification  should 
be  made  immediately  by  telephone  to  the 
appropriate  Army  headquarters,  as  listed 
below,  reporting  where  the  individual  is  and 
the  nature  of  the  treatment  required.  The 
cost  of  the  telephone  call  will  be  reimbursed 
with  the  other  charges. 

The  Army  headquarters  will  advise  the 
caller  about  the  administrative  management 
of  the  patient,  and  how  to  submit  the  bills 
for  service. 

Rhode  Island  is  in  the  geographical  area 
of  the  Headquarters  of  the  FIRST  U.S. 
ARMY.  Correspondence  should  be  directed 
to: 

COMMANDING  GENERAL 
FIRST  UNITED  STATES  ARMY, 
ATT:  SURGEON 

FORT  GEORGE  G.  MEADE,  MD„  20755 
Telephone:  Area  Code  301. 
Weekdays:  677-2566  or  677-3616 
Nights,  weekends,  and  holidays: 

677-4805  or  677-4826 


SURGICAL  CONSENT  FORM 

(Concluded  from  Page  138) 

attend  to  other  surgical  requirements  which,  in 
his  judgment,  can  be  safely  carried  out  and  which 
otherwise  would  require  the  return  of  the  patient 
to  surgery.  In  the  space  reserved  for  describing 
the  nature  of  surgery,  the  surgeon  should  specifi- 
cally refer  to  the  proposed  operation  by  its  tech- 
nical designation  and  should  include  a hyphenated 
reference  to  the  anatomic  part  or  body  cavity.  For 
example,  the  use  of  the  phrase  “appendectomy- 
abdomen''  or  “appendectomy-lower  right  quadrant” 
would  give  the  surgeon  all  of  the  latitude  that  he 
needs  to  perform  an  appendectomy  and  to  surgi- 
cally repair  other  related  abdominal  problems 
which  had  not  been  anticipated. 
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It’s  almost  as  if  you  were  there  to 
give  an  injection  of  penicillin 


V-Cillin  K , Pediatric  dependable  oral  penicillin  therapy 

Potassium  Phenoxymethyl  Penicillin 


Description:  V-Cillin  K,  the  potassium  salt  of  V-Cillin®  (phe- 
noxymethyl penicillin,  Lilly),  combines  acid  stability  with  immedi- 
ate solubility  and  rapid  absorption.  Higher,  more  rapid  serum 
levels  are  obtained  than  with  equal  oral  doses  of  penicillin  G. 
Indications:  Streptococcus,  pneumococcus,  and  gonococcus  in- 
fections: infections  caused  by  sensitive  strains  of  staphylococci; 
prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever;  and  prevention  of  bacterial  endocarditis  after 
tonsillectomy  and  tooth  extraction  in  patients  with  a history  of 
rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  Penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  penicillin  may  cause  acute  anaphy- 
laxis which  may  prove  fatal  unless  promptly  controlled.  This  type 
of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  or  with  bronchial  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available. 
These  include  epinephrine  and  pressor  drugs  (as  well  as  oxygen 
for  inhalation)  for  immediate  allergic  manifestations  and  anti- 
histamines and  corticosteroids  for  delayed  effects. 

Precautions:  Use  cautiously,  if  at  all,  in  a patient  with  a strongly 
oositive  history  of  allergy. 

In  prolonged  therapy  with  penicillin,  and  particularly  with  high 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal 
and  hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory 
studies  (including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth 
of  penicillin-insensitive  organisms.  In  such  cases,  discontinue 
administration  and  take  appropriate  measures. 


Adverse  Reactions:  Although  serious  allergic  reactions  are  much 
less  common  with  oral  penicillin  than  with  intramuscular  forms, 
manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  possesses  a sig- 
nificant index  of  sensitization.  The  following  hypersensitivity  re- 
actions have  been  reported:  skin  rashes  ranging  from  maculo- 
papular  eruptions  to  exfoliative  dermatitis;  urticaria;  and  reac- 
tions resembling  serum  sickness,  including  chills,  fever,  edema, 
arthralgia,  and  prostration.  Severe  and  often  fatal  anaphylaxis 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia, 
thrombocytopenia,  and  nephropathy  are  rarely  observed  side- 
effects  and  are  usually  associated  with  high  parenteral  dosage. 

Administration  and  Dosage:  Usual  dosage  range,  125  mg. 
(200,000  units)  three  times  a day  to  500  mg.  (800.000  units)  every 
four  hours.  For  infants,  50  mg.  per  Kg.  per  day  divided  into  three 
doses. 

See  package  literature  for  detailed  dosage  instructions  for 
prophylaxis  of  streptococcus  infections,  surgery,  gonorrhea,  and 
severe  infections. 

How  Supplied:  Tablets  V-Cillin  K®  (Potassium  Phenoxymethyl 
Penicillin  Tablets,  U.S.P.),  125  mg.  (200,000  units),  250  mg. 
(400,000  units),  and  500  mg.  (800,000  units). 

V-Cillin  K®  (potassium  phenoxymethyl  penicillin,  Lilly),  Pedi- 
atric, for  Oral  Solution,  125  mg.  (200,000  units)  and  250  mg. 
(400,000  units)  per  5 cc.  of  solution 
(approximately  one  teaspoonful).  [o425<>7»] 

900i34  Additional  information  available 

to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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INFECTIOUS  MONONUCLEOSIS  COMPLICATED 
BY  THROMBOCYTOPENIC  PURPURA 


Rare  Complication  of  Disease  Re- 
sponds to  Steroids 

INTRODUCTION 

Infectious  mononucleosis  is  a common  disease  in 
children  and  young  adults.  The  disease  is  a gen- 
eralized disorder  with  protean  manifestations,  af- 
fecting all  organs  and  systems.  The  characteristic 
hematologic  abnormality  is  the  appearance  of  atyp- 
ical lymphocytes  in  the  blood,  which  have  been 
well  described  by  Downey  et  al.1  However,  the  di- 
agnosis should  be  confirmed  by  the  demonstration 
of  a high  titer  of  heterophile  agglutinating  antibo- 
dy in  the  patient’s  serum.2 

Thrombocytopenic  purpura  is  a rare  complica- 
tion of  infectious  mononucleosis.  Hoagland3  noted 
that  of  500  cases  of  this  disorder  only  one  was  com- 
plicated by  thrombocytopenic  purpura. 

Recently,  we  have  observed  a patient  with  in- 
fectious mononucleosis  that  presented  clinically 
severe  thrombocytopenic  purpura. 

CASE  REPORT 

A seven  year  old  girl  was  admitted  to  Rhode  Is- 
land Hospital  on  6/14/68.  One  week  prior  to  ad- 
mission she  complained  of  upper  abdominal  pain 
which  was  relieved  by  aspirin.  Five  days  later  her 
mother  noticed  an  ecchymotic  spot  on  her  right 
hand  which  was  followed  by  generalized  purpura 
and  epistaxis  on  the  following  day.  There  was  no 
previous  history  of  bleeding  tendency.  Past  history 
included  mumps  one  year  before  the  present  illness. 

On  physical  examination  the  patient  was  noted 
to  be  pale.  Rectal  temperature  was  99  F.  Petechiae 
were  observed  on  the  face,  hard  and  soft  palate, 
trunk,  and  extremities.  Blood  was  oozing  from  the 
right  nostril.  There  were  a few  small  palpable  cer- 
vical and  auxiliary  lymph  nodes.  Lungs  were  clear 
to  percussion  and  auscultation.  Heart  was  not  en- 
larged, and  no  murmurs  or  rubs  were  heard.  Liver 
was  palpated  4 centimeters  below  the  right  costal 
margin.  Its  surface  was  smooth,  firm,  and  non- 
tender. Spleen  was  felt  3 centimeters  below  the  left 
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costal  margin.  Neurological  examination  was  not 
remarkable. 

Hgb.  was  10.6  gm  per  cent,  Hct.  36  per  cent, 
WBC  38,300  per  cu.  mm.  The  differential  count 
showed  5 per  cent  band  forms,  73  per  cent  lym- 
phocytes, 5 per  cent  monocytes,  1 per  cent  eosino- 
phils, 1 per  cent  myelocytes,  and  1 5 per  cent 
‘‘smudged  cells.”  Fifty  per  cent  of  the  lymphocytes 
were  classified  as  type  I and  II  Downey  cells.  Pla- 
telet count  was  11,000  per  cu.  mm.  Bone  marrow 
revealed  active  hemopoiesis.  There  was  no  evidence 
of  leukemic  cell  infiltration.  Urinalysis  showed  20- 
25  red  cells  and  1-3  white  cells  per  high  power 
field.  Benzidine  test  on  stool  gave  a 4 plus  reaction. 
Chest  x-ray  study  was  normal.  Nose  and  throat 
culture  showed  no  growth.  Urine  culture  revealed 
rare  growth  of  enteric  streptococci  and  micrococci. 
Mono  Slide  test  for  infectious  mononucleosis  was 
negative.  A heterophile  agglutination  titer  (Paul 
Bunnell  test)  was  positive  to  a dilution  of  1/28. 
The  patient  was  placed  on  40  mg.  of  prednisone 
daily.  Minimal  nose  bleeding  continued  to  be  pres- 
ent. On  6/17/68  the  urine  became  grossly  bloody. 
Prednisone  was  increased  to  50  mg.  per  day.  Two 
days  later,  the  urine  became  clear,  and  epistaxis 
stopped.  A second  Mono  Slide  test  on  6/20/68 
was  negative.  Platelets  varied  between  6,000-12,000 
per  cu.  mm.  Liver  and  spleen  remained  enlarged. 
Liver  function  tests  including  serum  bilirubin,  al- 
kaline phosphatase,  transaminase,  cephalin  foccu- 
lation,  prothombin  activity  and  serum  protein  elec- 
trophoresis were  within  normal  limits.  On  6/26/68 
a Mono  Slide  test  was  positive  and  a heterophile 
agglutination  titer  was  positive  to  a dilution  of 
1/1280  after  absorption  with  guinea  pig  kidney. 

(Continued  on  next  page) 
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Both  tests  were  repeated  on  6/29/68  with  the 
same  results.  Platelet  count  started  to  rise,  reach- 
ing a value  of  168,000  on  7/6/68.  The  patient 
continued  to  do  well,  and  the  skin  bleeding  cleared. 
She  was  discharged  from  the  hospital  and  contin- 
ued to  recover  at  home. 

The  patient  was  seen  again  on  8/4/68  at  which 
time  platelet  count  was  230,000  cer  cu.  mm.,  white 
blood  count  and  differential  count  were  normal. 
Prednisone  had  been  discontinued  two  weeks  pre- 
viously by  her  family  physician. 

DISCUSSION 

The  abrupt  onset  of  illness  in  our  patient,  char- 
acterized by  hepatosplenomegaly,  lymphadenopa- 
thv,  leukocytosis,  anemia  and  thrombocytopenia, 
suggested  acute  leukemia.  However,  the  correct  in- 
terpretation of  the  peripheral  blood  lymphocytes 
and  the  normal  morphology  of  the  bone  marrow 
were  consistent  with  infectious  mononucleosis.  The 
diagnosis  was  confirmed  three  weeks  later  when 
the  Mono  Slide  test  became  positive  and  the  hete- 
rophile  agglutination  titer  was  markedly  elevated. 

Hematological  complications  of  infectious  mono- 
nucleosis are  uncommon.  Fewer  than  50  cases  of 
thrombocytopenic  purpura  have  been  described. 

Angle  et  al.4  found  thrombocytopenia  in  seven 
consecutive  case  of  infectious  mononucleosis  in 
which  serial  platelet  counts  were  performed  They 
suggested  that  mild  thrombocytopenia  without 
clinical  manifestation  is  commonly  observed  in  un- 
complicated cases.  Carter5  showed  that,  of  57  cases 
of  infectious  mononucleosis  studied,  approximately 
50  per  cent  revealed  some  degree  of  thrombocyto- 
penia during  the  first  four  weeks  of  the  disease. 
Cantow  and  Kostinas6  observed  thrombocytopenia 
in  10  of  41  patients  studied. 

Even  though  thrombocytopenia  appears  to  be  a 
common  finding  in  infectious  mononucleosis,  throm- 
bocytopenic purpura  complicating  this  disease  is 
rare.  In  1956  Pader  and  Grossman'  reviewed  300 
consecutive  cases  of  infectious  mononucleosis  and 
found  thrombocytopenic  purpura  in  2.  In  1964 
Clarke  and  Davies,8  after  an  extensive  review  of 
the  literature,  found  32  cases  and  reported  3 addi- 
tional patients  of  infectious  mononucleosis  associ- 
ated with  severe  thrombocytopenia  and  bleeding. 

Thrombocytopenic  purpura  associated  with  bac- 
terial and  viral  infections  have  been  frequently 
recognized.  In  a study  of  140  patients  with  purpura 
of  infancy,  Clement  and  Diamond9  found  96  cases 
of  thrombocytopenia.  Of  these,  65  were  mostly  as- 
sociated with  upper  respiratory  infections,  and  a 
few  of  them  followed  rubeola,  varicella,  pyelone- 
phritis, and  infectious  mononucleosis. 

The  pathogenesis  of  thrombocytopenia  in  infec- 
tious mononucleosis  is  unknown. 

Dameshek  and  Grassi10  attributed  it  to  hyper- 
splenism  as  a result  of  which  platelet  production 


by  megakaryocytes  in  the  bone  marrow  wrould  be 
inhibited.  Freeman  et  al11  demonstrated  a platelet 
agglutinating  factor  in  the  blood  of  a patient  with 
infectious  mononucleosis  who  in  addition  had 
thrombocytopenia.  This  substance  was  not  identi- 
cal with  the  heterophile  antibodies.  More  recently 
Smith,  Abell,  and  Cast12  were  able  to  demonstrate 
the  presence  of  platelet  antibodies  in  one  case  by 
a positive  indirect  platelet  consumption  test,  thus 
suggesting  an  autoimmune  basis  for  the  thrombo- 
cytopenia. 

Recently  Chessim  et  al.13  have  shown  viral  par- 
ticles in  lymphocytes  of  patients  with  infectious 
mononucleosis.  Xiederman  et  al.14  have  been  able 
to  demonstrate  the  development  of  antibodies 
against  a herpes-tvpe  virus,  clearly  distinctive  from 
heterophile  antibodies,  which  persist  for  years  and 
probably  for  life.  They  suggest  that  this  virus,  or 
a closely  related  one,  is  the  etiologic  agent  of  in- 
fectious mononucleosis. 

It  is  then  conceivable  that  the  virus  might  di- 
rectly damage  the  platelets  or  alter  them  so  that 
they  become  antigenic,  which  might  result  in  the 
formation  of  a specific  antiplatelet  antibody,  or 
alternatively  a virus-antivirus  complex  could  per- 
cipitate  on  the  platelets  and  damage  them.15 

The  thrombocytopenia  accompanying  infectious 
mononucleosis  often  reverts  spontaneously  within 
a few  weeks.  However,  the  potential  risk  of  serious 
hemorrhage  should  be  borne  in  mind,  as  it  might 
occur  following  splenic  rupture,  a known  complica- 
tion of  infectious  mononucleosis.16,17  Therapy  has 
consisted  of  fresh  blood  transfusions  or  steroids. 
Platelet  transfusions  are  rarely  indicated  and  may 
stimulate  the  production  of  platelet  antibodies. 

SUMMARY 

A case  of  thrombocytopenic  purpura  complicat- 
ing infectious  mononucleosis  is  reported.  The  path- 
ogenesis of  this  rare  complication  is  unknown. 
Thrombocytopenia  improved  after  therapy  with 
steroids. 
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AUTOIMMUNITY  IN  PERNICIOUS  ANEMIA 


Evidence  Is  Circumstantial  But  Im- 
plications Are  Far-Reaching 

INTRODUCTION 

The  trend  toward  the  autoimmunological  explana- 
tion for  certain  disease  states  has  grown  in  scope  and 
dimension  in  recent  years.  This  theory  is  new  only 
in  its  attempt  to  unify  concepts  of  disease.  It  pro- 
poses either  that  (1)  antigenic  substances  arise  in 
target  organs  and  initiate  immunologic  changes,  or 
that  (2)  there  is  antibody  production  resulting 
from  an  initial  alteration  in  the  immunologic  sys- 
tem. This  antibody  subsequently  produces  target 
organ  inflammation  and  destruction.  Autoimmunity 
is  characterized  by  the  presence  within  an  organism 
of  antibody  directed  against  a component  of  it  own 
tissue.  The  popularization  of  this  mechanism  re- 
sulted from  the  demonstration  of  circulating  anti- 
body to  homologous  tissue  in  certain  disease  states. 
The  theory  originated  after  the  discovery  by  Har- 
graves of  the  L.  E.  cell  phenomenon  in  dissemi- 
nated lupus  erythematous;1  the  L.E.  factor  possibly 
being  an  autoantibody  directed  against  DNA  or 
other  nuclear  material. 

The  autoimmune  process  has  been  incriminated 
in  diseases  of  thyroid,2  lung,3  brain,4’5  kidney,5 
heart,7  testes,8  adrenals,  9,10  pancreas,11  colon,12 
and  skin.13  One  of  the  most  recent  additions  to 
this  list  is  the  stomach,  or  more  specifically  per- 
nicious anemia.  It  must  be  remembered,  however, 
that  as  yet  the  demonstrated  antibody  present  in 
the  clinical  disease  has  not  been  proved  to  be  the 
specific  cause  of  that  disease  process. 

HISTORY 

Since  the  syndrome  of  pernicious  anemia  has 
been  well  known  for  over  100  years,  it  is  not  neces- 
sary to  reiterate  its  clinical  manfestations  or  meth- 
ods of  diagnosis.  In  1929  Castle  discovered  the  in- 
trinsic factor  defect  in  pernicious  anemia,14  not 
long  after  that  the  extrinsic  factor,  Vitamin  B12, 
was  defined.  However,  in  1870  Fenwick  had  re- 
ported a rather  unusual  gastric  atrophy  in  patients 
with  pernicious  anemia.15  In  1939  Brunschwig 
found  a secretory  depressant  in  the  gastric  juice  of 
pernicious  anemia  patients,  which  when  injected 
intravenously  into  dogs  with  gastric  pouches  would 
produce  secretory  inhibitions  89  per  cent  of  the 
time.16  Yet  little  more  was  done  over  the  ensuing 
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20  years.  It  was  quite  some  time  before  the  con- 
cept “autoimmune”  crept  into  the  diagnosis  of 
pernicious  anemia.  Yet  in  the  past  ten  years  there 
has  been  a significant  amount  of  research  con- 
ducted in  an  attempt  to  explain  the  disease  which 
itself  took  years  to  be  defined. 

Why  is  pernicious  anemia  now  being  considered 
as  an  autoimmune  disorder?  Actually  there  are 
three  reasons:  (1)  the  presence  of  antibody,  (2) 
the  histological,  serological,  and  clinical  association 
with  thyroid  disease,  and  (3)  gentic  predisposition. 

PRESENCE  OF  ANTIBODY 

Specific  intrinsic  factor  and  parietal  cell  anti- 
bodies have  been  detected  in  pernicious  anemia 
patients.  In  1958  Schwartz  noted  that  in  the  treat- 
ment of  patients  with  pernicious  anemia  there  was 
initially  a good  response  to  oral  heterologous  in- 
trinsic factor,  but  that  the  hematological  response 
subsequently  diminished.17  He  could  not  explain 
this  phenomenon  at  the  time.  Taylor  in  1958  pro- 
duced antibody  to  intrinsic  factor  by  giving  subcu- 
taneous injections  of  human  and  hog  gastric  mu- 
cosa (containing  intrinsic  factor)  plus  Freund’s 
adjuvant  to  normal  rabbits.18  Taylor  in  1959  sub- 
sequently showed  that  the  serum  from  pernicious 
anemia  patients  inhibited  orally  administered  hog 
intrinsic  factor  when  both  were  given  to  patients 
with  pernicious  anemia.19  The  inhibitor  was  found 
to  be  an  antibody  similar  to  the  one  produced  in 
the  rabbits. 

PARIETAL  CELL  ANTIBODY 

Two  types  of  antibody  are  present  in  pernicious 
anemia,  a parietal  cell  antibody  and  an  intrinsic 
factor  antibody.  The  parietal  cell  antibody  is  a 
7 S gamma  globulin  directed  specifically  against 
the  parietal  cell  in  the  gastric  mucosa.20  Its  spe- 
cificity for  parietal  cells  has  been  established  by 
the  fluorescent  antibody  technique  of  Coons  and 
Kaplan;21  this  antibody  will  react  with  the  patient’s 
own  parietal  cells.22  Jeffries  in  1965  tested  the 
sera  of  72  patients  with  pernicious  anemia  for  pa- 
rietal cell  antibody.  Eighty-six  per  cent  of  these 
patients  had  positive  parietal  cell  antibodies  de- 
tected either  by  an  immunofluorescent  technique 
(Continued  on  next  page) 
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or  complement  fixation  test.23  Parietal  cell  anti- 
body determination  by  immunofluorescent  tech- 
niques is  more  advantageous  because  it  is  more  spe- 
cific. Xon-organ  antibodies  do  not  interfere  with 
that  parietal  cell  antibody  determination.  Frac- 
tionation studies  have  shown  that  the  complement 
fixing  antigen  is  localized  to  the  microsomal  frac- 
tion of  the  gastric  mucosa.24  This  antigen  is  dis- 
tinct from  intrinsic  factor,  as  extracts  of  the  mi- 
crosomal membranes  do  not  possess  intrinsic  factor 
activity.24 

The  serological  titer  of  parietal  cell  antibody  de- 
termined by  the  complement  fixation  technique  in 
patients  with  pernicious  anemia  does  not  appear  to 
be  related  to  the  duration  of  the  disease,  nor  does 
it  vary  over  long  periods  in  most  patients,  despite 
treatment  with  vitalmin  B12.20  Since  titer  of  pa- 
ietal  cell  antibody  does  not  diminish  with  time,  it 
is  possible  that  in  many  patients  there  is  continued 
stimulation  of  antibody  production  which  may  re- 
result from  a continued  regeneration  and  destruc- 
tion of  parietal  cell  precursors  in  the  atrophic  gas- 
tric mucosa.  The  fact  that  antibodies  may  be  pres- 
ent in  complete  gastric  atrophy,  however,  makes 
this  postulate  difficult  to  accept.  Parietal  cell  anti- 
body can  be  found  in  gastric  juice,  but  the  titer 
is  much  diminished;  no  parietal  cell  antibody  has 
been  detected  in  the  gastric  mucosa  extracts  of 
patients  with  pernicious  anemia. 

Parietal  cell  antibody  may  be  found  in  the  sera 
of  patients  without  overt  pernicious  anemia,  but 
the  presence  of  this  antibody  usually  accompanies 
histamine  fast  achlorhydria,  atrophic  gastritis,  or 
both.  Indeed  gastric  biopsies  in  patients  with  pari- 
etal cell  antibody  show  an  abnormal  degree  of 
lymphocytic  infiltration  in  the  gastric  mucosa,  and 
in  general  the  more  severe  the  lymphocytic  infil- 
tration the  greater  the  decrease  of  the  parietal 
cells.20  However,  the  severity  of  the  histologic  ab- 
normality cannot  be  predicted  from  the  antibody 
titer.  Parietal  cell  antibody  is  also  present  in  30 
per  cent  of  patients  with  Hashimoto's  thyroiditis 
or  spontaneous  hypothyroidism,  7.8  per  cent  of 
patients  with  thyrotoxicosis,  and  17  per  cent  of 
patients  with  iron  deficiency  anemia,25  but  the  pa- 
rietal cell  antibody  is  rare  in  patients  with  gastric 
ulcer,  duodenal  ulcer,  or  carcinoma  of  the  stom- 
ach.20 The  incidence  of  parietal  cell  antibody  in 
rheumatoid  arthritis  is  5 per  cent,  in  hepatic  cir- 
rhosis 45  per  cent,  and  in  histamine  fast  achlorhy- 
dria 50  per  cent.20 

Up  to  18  per  cent  of  patients  with  iron  defi- 
ciency anemia  have  parietal  cell  antibodies  and 
positive  complement  fixation  tests  to  gastric  mu- 
cosa.26 The  gastric  mucosa  in  iron  deficiency  ane- 
mia can  show  histologic  changes  ranging  from  su- 
perficial gastritis  to  gastric  atrophy  in  over  70  per 


cent  of  cases.  In  1933  Heath  discussed  the  inter- 
relation between  pernicious  anemia  and  idiopathic 
hypochomic  anemia.27  It  would  appear  that  in  some 
cases  idiopathic  hypochromic  anemia  with  achlo- 
rhydia  is  an  early  stage  of  the  same  pathological 
process  that  culminates  in  frank  pernicious  ane- 
mia.25 It  is  interesting  to  note  that  there  are  no 
cases  of  parietal  cell  antibody  in  patients  with  lu- 
pus erythematosus  reported  in  the  literature  al- 
though there  has  recently  been  at  Rhode  Island 
Hospital  a patient  with  lupus,  normal  gastric  mu- 
cosa and  positive  parietal  cell  antibody. 

INTRINSIC  FACTOR  ANTIBODY 

Intrinsic  factor  is  a polysaccharide  with  a mo- 
lecular weight  of  50,000.  B12  is  the  only  substance 
known  to  require  intrinsic  factor  for  the  specific 
facilitation  of  its  absorption.  The  intrinsic  factor 
antibody  is  a 7 S gamma  globulin  and  can  be  cir- 
culating in  the  serum  of  up  to  60  per  cent  of  pa- 
tients with  pernicious  anemia.28  This  is  not  a spe- 
cies specific  antibody  for  it  may  also  cross-react 
with  hog  intrinsic  factor.  The  titers  of  intrinsic 
factor  antibody  and  parietal  cell  antibody  are 
completely  independent  of  each  other;  but  in  those 
patients  with  intrinsic  factor  antibody,  parietal  cell 
antibody  is  almost  always  present.  It  has  been 
postulated  by  Jeffries  that  the  antigenic  stimulus 
may  result  from  an  abnormal  release  of  intrinsic 
factor  from  damaged  gastric  mucosa  into  the  cir- 
culation, or  may  result  from  an  altered  response  of 
antibody  producing  cells  to  endogenous  intrinsic 
factor.28 

Another  related  antibody  has  been  described  by 
Schade  which  is  the  antibody  to  the  intrinsic  fac- 
tor-Bi2  complex  itself.29  This  particular  antibody 
can  be  secreted  into  the  stomach  and  can  be  found 
in  the  gastrointestinal  tract.  Schade  states  that 
there  are  two  types  of  intrinsic  factor  antibody 
found  in  the  patient  with  pernicious  anemia;  Type 
I being  the  intrinsic  factor  antibody  itself  and 
Type  II  the  intrinsic  factor- B 12  antibody.  Anti- 
body II  has  not  been  found  in  the  sera  without 
Antibody  I.  However,  Antibody  II  has  been  found 
alone  in  the  gastric  juice.  Schade  further  states 
that  there  are  probably  four  types  of  pernicious 
anemia  sera:  that  possessing  anti-intrinsic  factor 
activity,  that  possessing  anti-intrinsic  factor-Bi2 
activity,  that  possessing  both,  and  that  possessing 
neither.30  The  heterogenity  of  antibody  molecules 
to  the  same  antigen  is  well  recognized.  The  pos- 
sibility that  different  groupings  on  the  antigen 
may  give  rise  to  its  own  population  of  antibody 
molecules  appears  well  established.31  This  possi- 
bility would  then  lead  to  a heterogenous  antibody 
response  to  the  same  antigen  and  thus  explain  the 
intrinsic  factor  antibody  differences. 
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THYROID  DISORDERS 

What  about  the  association  of  thyroid  disease 
and  pernicious  anemia?  The  histology  of  the  gas- 
tric mucosa  in  early  pernicious  anemia  is  not  unlike 
that  of  the  thyroid  in  Hashimoto’s  disease,  which 
is  often  considered  the  prototype  of  autoimmu- 
nity.32 Both  show  lymphocytes  and  plasma  cell  in- 
filtration. The  clinical  association  between  perni- 
cious anemia  and  thyroid  disease  is  well  known. 
In  1881  Charcot  described  a patient  with  perni- 
cious anemia  and  concomitant  thyroid  disease.33 
In  1929  Sturgis  described  a patient  with  myxedema 
whose  anemia  responded  to  treatment  with  liver 
extracts.34  Castle  in  1931  had  five  cases  of  per- 
nicious anemia  with  myxedema.35  Bastenie  in  1937 
noted  a high  incidence  of  thyroiditis  in  post-mortem 
pernicious  anemia  patients.36  Tudhope  described 
the  now  well  known  clinical  association  between 
pernicious  anemia  and  hypothyroidism,  finding  this 
association  in  up  to  10  per  cent  of  patients.37  Per- 
nicious anemia  patients  indeed  have  thyroid  anti- 
bodies, 20  per  cent  manifesting  thyroglobulin  anti- 
bodies and  10  per  cent  manifesting  antibodies  to 
the  thyroid  microsomal  antigen.  Complement  fixa- 
tion antibodies  to  gastric  mucosa  are  found  in  22 
per  cent  of  patients  with  myxedema  and  25  per 
cent  of  patients  with  Hashimoto’s  thyroiditis.38  The 
gastric  biopsy  in  hypothyroid  patients  often  shows 
gastric  atrophy.  Parietal  cell  antibodies  are  often 
found  in  patients  with  hypothyroidism  — in  40 
per  cent  of  cases  in  some  series.  Either  gastric  or 
thyroid  antibodies  or  both  are  present  in  90  per 
cent  of  patients  with  pernicious  anemia,  100  per 
cent  of  patients  with  Hashimoto’s  thyroiditis,  and 
80  per  cent  of  patients  with  primary  hypothyroid- 
ism without  goiter.39  The  speculation  that  myxe- 
dema is,  however,  ‘‘burned  out”  thyroiditis  is  dif- 
ficult to  prove. 

GENETIC  PREDISPOSITION 

The  familial  appearance  of  pernicious  anemia 
and  antibodies  in  first  order  relatives  of  patients 
with  pernicious  anemia  is  often  used  to  validate 
the  autoimmune  hypothesis.  In  a study  by  te  Velde, 
42  of  220  relatives  (20  per  cent)  of  patients  with 
pernicious  anemia  had  parietal  cell  antibody,  and 
it  appeared  that  the  development  of  this  antibody 
was  controlled  by  an  autosomal  dominant  gene.40 
Doniach  has  shown  that  the  autoimmune  manifes- 
tations in  families  in  which  the  proband  has  per- 
nicious anemia  are  not  restricted  to  stomach  but 
may  also  involve  the  thyroid.41 

GASTRITIS 

It  is  well  known  that  atrophic  gastritis  accom- 
panies and  can  often  lead  to  pernicious  anemia. 
What  about  the  therapeutic  possibilities  of  gas- 


tritis as  an  autoimmune  phenomenon?  Treatment 
of  patients  with  pernicious  anemia  with  cortisone 
may  result  in  a regeneration  of  chief  and  parietal 
cells  in  the  gastric  mucosa.42  This  is  considered 
the  result  of  lessening  of  the  autoimmune  response. 
Antibodies  indeed  can  be  found  in  chronic  atrophic 
gastritis  without  pernicious  anemia.  In  16  patients 
studied  by  Fisher,  62  per  cent  had  positive  parietal 
cell  antibody  and  90  per  cent  had  positive  gastric 
mucosa  complement  fixation  tests.43  None  of  his 
gastritis  patients  had  intrinsic  factor  antibody. 

In  1958  Smith  produced  experimental  atrophic 
gastritis  in  dogs.  He  dialyzed  and  lyophilized  hu- 
man gastric  juice,  extracting  the  macro  molecular 
fraction,  and  injected  this  fraction  intravenously 
into  dogs  with  Heidenhain  pouches.44  Histamine 
fast  achlorhydria  developed,  and  all  animals  had 
gross  evidence  of  gastritis.  Microscopically  there 
was  a diminished  parietal  cell  population  and  di- 
minished thickness  of  the  gastric  mucosa.  These 
results  raised  the  possibility  of  either  an  inhibitor 
being  present  in  gastric  juice,  or  the  development 
of  an  immunological  reaction.  Hennes  in  1962  pro- 
duced atrophic  gastritis  in  dogs  by  giving  intra- 
venously human  gastric  juice  plus  Freund’s  adju- 
vant.45 An  open  surgical  biopsy  was  performed 
every  two  months.  Changes  were  noted  in  the  gas- 
tric mucosa  after  one  month,  and  agglutination 
tests  to  gastric  mucosa  were  positive  in  74  per  cent 
of  animals.  The  animals  also  manifested  a positive 
delayed  type  of  skin  reaction.  In  1963  DuVal  was 
unable  to  induce  the  same  gastritis  in  vagotomized 
dogs.46  In  1964  Fixa  confirmed  Hennes’  results.47 
He  also  noted  positive  skin  reactions  which  were 
enhanced  by  suspension  of  leucocytes  plus  gastric 
antigen.  These  experiments  together  with  the  de- 
montsration  of  parietal  cell  antibodies  in  gastritis 
patients  without  pernicious  anemia  suggest  that 
the  gastric  lesion  in  pernicious  anemia  is  a continu- 
ous one  and  has  an  autoimmune  etiology.  It  should 
be  emphasized,  however,  that  intrinsic  factor  anti- 
body is  rarely,  if  ever,  demonstrated  in  gastritis 
patients  without  pernicious  anemia. 

The  evidence  that  pernicious  anemia  is  an  auto- 
immune disease  still  remains  circumstantial  and  far 
from  conclusive.  Circulating  antibody  is  not  enough 
to  categorize  any  disease  state  as  autoimmune.  Did 
the  circulating  antibody  directly  cause  the  inflam- 
mation and  destruction,  or  did  the  inflammation 
occur  first,  liberate  so  called  “foreign”  or  “seques- 
tered” proteins,  and  thus  evoke  antibody  produc- 
tion? The  answer  is  still  unknown.  It  may  be  that 
the  initial  reaction  is  of  the  delayed  hypersensi- 
tivity type,  i.e.  the  antibodies  are  cellular,  fixed, 
and  not  demonstrable  by  present  techniques.  Cell 
bound  antibody  carried  to  a target  organ  by  lym- 
phocytes may  be  a significant  factor  in  the  devel- 
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opment  of  the  gastric  lesion,  rather  than  the  cir- 
culating more  easily  detectable  gamma  globulin.  In 
fact,  by  electron  microscopy  inflammatory  gastric 
mucosa  lymphocytes  can  be  seen  invaginating  chief 
and  parietal  cells  rather  than  entering  the  cyto- 
plasm.20 These  cell  bound  antibodies  may  trigger 
the  initial  destructive  reaction.  The  answer  will 
come  in  the  near  future  and  should  have  over- 
whelming implications  in  the  treatment  of  a wide 
variety  of  disease  states. 
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CONGENITAL  NONSPHEROCYTIC  HEMOLYTIC 
ANEMIA  AT  RHODE  ISLAND  HOSPITAL 


Drug  Sensitivities  Due  to  Erythro- 
cyte Enzyme  Deficiencies  Readily 
Detected 

In  the  twelve  years  since  Carson  et  al.1  described 
the  deficiency  of  the  erythrocyte  enzyme  glucose-6- 
phosphate  dehydrogenase  (G-6-PD)  as  a cause  of 
hemolytic  anemia,  several  “enzymopathies”  have 
been  reported.  We  have  seen  several  cases  of  these 
erythrocyte  enzyme  defects  at  the  Rhode  Island 
Hospital,  some  with  very  subtle  presentations.  As 
a group,  these  anemias  are  referred  to  as  the  con- 
genital nonspherocytic  hemolytic  anemias,  of  which 
the  drug  sensitive  (so-called  ‘ Heinz-body”)  ane- 
mias constitute  a subgroup.  We  will  present  some 
of  these  cases  and  discuss  their  clinical  manifesta- 
tions, detection,  and  management. 

METHODS 

Routine  hematologic  studies  were  performed  by 
standard  methods.  The  G-6-PD  deficiency  test  of 
Motulsky2  with  modifications*  and  pyruvate  kinase 
deficiency  test  of  Beutler3  were  used  as  screening 
procedures.  Heinz  body  preparations  were  made  by 
the  method  of  Beutler  et  al 4 G-6-PD  activity  was 
quantitated  by  the  ultraviolet  spectrophotometric 
method  of  Kornberg  and  Horecker,5  with  modifica- 
tions** similar  to  those  of  Zinkham  Lenhard6  and 
Bishop,7  utilizing  6-phosphogluconate  to  compen- 
sate for  6-phosphogluconate  dehydrogenase  (6- 
PGD)  activity.  Erythrocyte  reduced  glutathione 
(GSH)  was  determined  by  the  method  of  Beutler 
et  ah, 8 glutathione  reductase  activity  by  the  meth- 
od of  Beutler  and  Yeh,9  pyruvate  Kinase  activity 
by  the  method  of  Tanaka  et  al.,10  and  erythrocyte 
Adenosine  Triphosphate  (ATP)  by  the  method*** 
of  Minakami  et  al.11  Survival  of  patients’  ervtho- 
cytes  was  measured  with  chromium51. 

All  patients  described  below  were  either  patients 
or  employees  of  the  Rhode  Island  Hospital. 

CASE  PRESENTATIONS 

Case  1:  G-6-PD  Deficiency.  G.B.,  a 32  year  old 
Negro  female  with  diffuse  metastatic  carcinoma  of 
the  breast  was  considered  for  intrapleural  quina- 
crine  (Atabrine®)  therapy  for  recurrent  pleural  ef- 
fusions. A screening  test  for  G-6-PD  deficiency 

*Sigma  Chemical  Company  Kit  400-K25 

**Boehringer-Mannheim  UV  Kit  TC-W  15993 

***iBoehringer-Mannheim  UV  Kit  TC-J  15979 
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was  abnormal,  and  quantitative  determination  of 
G-6-PD  activity  in  the  patient  and  her  mother 
showed  values  consistent  with  heterozygosity  in 
both  individuals,  as  summarized  in  Table  1.  The 
patient's  husband,  father,  and  children  were  not 
available  for  study.  Because  of  the  potential  sus- 
ceptibility to  hemolysis,  another  chemotherapeutic 
agent  was  substituted  for  quinacrine. 

Cass  2:  G-6-PD  Deficiency.  S.F.,  a 15  year  old 
male  student  of  Irish-Scottish  ancestry  was  ex- 
amined by  his  physician  because  of  fatigue.  He  had 
had  sclera1  icterus  intermittently  over  the  past  two 
years.  In  June  1966,  at  which  time  he  underwent 
appendectomy,  his  hemoglobin  was  14  gm  per  cent, 
total  bilirubin  1.3  mg.  per  cent,  and  direct  bilirubin 
0.2  mg.  per  cent.  In  January  1968  he  was  referred 
to  the  Gastroenterology  Clinic  for  evaluation  of 
jaundice  and  fatigue,  for  which  a presumptive  di- 
agnosis of  Gilbert’s  disease  had  been  made.  Total 
billirubin  was  2.4  mg.  per  cent  with  a direct  frac- 
tion of  0.1  mg.  per  cent.  One  month  later  a hema- 
globin  value  of  16.5  gm.  per  cent,  a total  bilirubin 
of  0.4  mg.  per  cent  and  a direct  bilirubin  of  0.2 
mg.  per  cent  were  obtained.  Survival  of  the  pati- 
ent's erythrocytes  with  the  Cr51  technique  showed 
normal  values.  After  the  expenditure  of  approxi- 
mately $100.00  for  laboratory  evaluation,  a G-6- 
PD  screening  test  proved  to  be  grossly  abnormal. 
The  cost  of  this  screening  test  to  the  laboratory 
was  approximately  $0.70. 

Family  history  was  remarkable  in  that  his  moth- 
er had  been  anemic  and  was  said  to  have  had  at- 
ta  ks  of  cholecystitis.  His  maternal  grandmother 
had  had  a cholecystectomy.  A younger  brother 
had  neonatal  jaundice  which  was  attributed  to  Ma- 
ternal Rh  sensitization. 

Quantitative  determinations  performed  on  the 
blood  of  five  family  members  showed  the  patient’s 
cells  to  be  markedly  deficient  in  G-6-PD  activity, 
as  were  those  of  his  younger  brother.  The  father 
was  normal,  while  the  patient's  mother  and  sister 
had  intermediate  values  consistent  with  the  hetero- 
zygous state  (Table  1). 

Case  3:  G-6-PD  Deficiency.  S.K.,  a 27  year  old 
male  physician  of  Ashkenazic  Jewish  ancestry  has 
(Continued  on  next  page) 
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had  jaundice  of  variable  severity  for  several  years, 
sometimes  becoming  worse  with  viral-type  infec- 
tions. He  has  noted  easy  fatigability,  and  his  he- 
moglobin has  varied  between  10  and  14  gm.  per 
cent.  A maternal  great-grandfather  is  said  to  have 
been  jaundiced. 

Study  of  the  patient  and  some  of  his  family 
members  showed  the  patient's  erythrocytes  to  be 
markedly  deficient  in  G-6-PD  activity.  His  mother 
and  maternal  grandmother  showed  values  in  the 
heterozygous  range  (Table  1;  Fig.  1) 

Case  4:  Pyruvate  Kinase  Deficiency.  L.B.  A 55 
year  old  newspaperman  had  been  jaundiced  since 
childhood.  A diagnosis  of  ‘‘probable  hereditary  he- 
molytic anemia,  type  undetermined"  had  been  pre- 
viously made.  Physical  examination  was  unremark- 
able, except  for  moderate  jaundice.  Hemoglobin 
was  12.0  grams  per  cent  and  reticulocyte  counts 
varied  between  1 .4-4.8  per  cent  on  several  occa- 
sions. Previous  evaluations  revealed  normoblastic 
hyperplasia  of  the  bone  marrow  and  a negative 
Coombs  test.  Red  cell  enzyme  determinations  re- 
vealed deficient  pyruvate  kinase  activity  of  his  red 
cells.  Erythrocyte  ATP  was  reduced. 

Family  studies  revealed  G-6-PD  deficiency  in 
the  erythrocytes  of  his  wife  and  one  of  his  four 
daughters.  Pyruvate  kinase  activity  of  their  red 
cells  was  normal,  with  the  possible  exception  in 


TABLE  1 
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one  daughter  (L.B.),  where  the  probability  of 
heterozygosity  for  pyruvate  kinase  can  be  raised 
(Table  1). 
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Figure  1.  Pedigree  of  Case  3 (S.  K.) 

Propositus — G-6-P-D  deficiency  hemolytic 
anemia 

G-6-PD  deficient,  heterozygous 
| f | Not  tested 

1 Normal 

Dead — anemic — G-6-P-D  deficient? 


G-6-PD 
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G.B.  (Case  1) 

2.32 

— 

— 

G-6-PD  deficient  heterozygote 

C.T. 

1.72 

— 

’ 

G-6-PD  deficient  heterozygote;  ? homozygote, 
mother  of  Case  1 

S.F.  (Case  2) 

0.68 

4.36 

— 

G-6-PD  deficient  hemizygote 

R.F. 

0.19 

4.07 

— 

G-6-PD  deficient  hemizygote;  brother  of  Case  2 

Sa.  F. 

1.63 

6.20 

— 

G-6-PD  deficient  heterozygote;  mother  of  Case  2 

D.F. 

1.94 

6.57 

— 

G-6-PD  deficient  heterozygote ; sister  of  Case  2 

Do.  F. 

3.78 

4.12 

— 

Normal : father  of  Case  2 

S.K.  (Case  3) 

0.82 

7.86 
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G-6-PD  deficient  hemizygote 

B.K. 
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G-6-PD  deficient  heterozygote;  mother  of  Case  3 

E.M. 
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B.W. 
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G-6-PD  deficient  heterozygote:  daughter  of  Case  4 
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DISCUSSION 

The  incidence  of  G-6-PD  deficiency  in  American 
Negroes  is  much  higher  than  that  of  sickle-cell 
anemia.  Marks  et  al.12  detected  G-6-PD  deficiency 
in  13  per  cent  of  Negro  males  screened  at  the  blood 
bank  of  the  Columbia-Presbyterian  Hospital  in 
New  York.  The  incidence  of  the  homozygous  de- 
ficiency state  in  the  female  is  approximately  3 per 
cent.  By  contrast,  homozygous  sickle  cell  anemia 
occurs  in  less  than  1 per  cent  of  American  Ne- 
groes; the  less  severe  sickle-cell  trait  is  found  in 
7-9  per  cent.13  Probably  100  million  people  of  all 
racial  origins  throughout  the  world  are  carriers  of 
this  enzyme  deficiency.  Extrapolating  from  previ- 
ous population  studies,  approximately  two  million 
individuals  in  the  United  States,  perhaps  6,000  in 
Rhode  Island,  might  be  expected  to  carry  the 
gene(s)  for  G-6-PD  deficiency. 

In  the  early  1950's,  hemolysis  was  observed  in 
some  Negro  soldiers  during  the  administration  of 
primaquine,  a drug  used  in  malarial  prophylaxis. 
The  susceptibility  to  hemolysis  was  referred  to  as 
“primaquine  sensitivity.”  It  is  now  known  that 
the  deficiency  of  erythrocyte  G-6-PD  is  responsible 
for  this  hemolytic  susceptibility.  Several  other 
drugs,  especially  sulfonamides  and  aspirin,  are  com- 
mon offenders  and  will  cause  hemolysis  in  deficient 
individuals.  (Table  2).12,14  Concomitant  disease, 

TABLE  2 

DRUGS  OF  HEMOLYTIC  POTENTIAL 
Analgesics 

Acetylsalicylic  acid  (Aspirin) 

Acetanilid 

Acetophenetidin  (Phenacetin) 

Sulfonamides  and  Sulfones 

Sulfanilamide 
Sulfapyridine 
Sulfacetamide 
Sulfisoxazole  (Gantrisin®) 

Diaphenylsulfone  (Dapsone®) 

Salicylazosulfapridine  (Azulfidine®) 

Antimalarials 

Primaquine 

Quinacrine  (Atabrine®) 

Non-Sulfonamide  Antibacterials 

Nitrofurantoin  (Furadantin®) 

Chloramphenicol 
Para-aminosalicylic  acid  (PAS) 

Isoniazid  (INH) 

Streptomycin 

Miscellaneous 

Vitamin  K (Water-soluble  analogs) 

Dimercaprol  (BAL) 

Quinine 

Quinidine 

Dilantin® 

Sulfonylureas 

This  table  lists  some  of  the  drugs  which  have  been 
reported  to  cause  hemolytic  reactions  in  patients  with 
G-6-PD  deficiency  or  one  of  the  other  “Heinz-body-’ 
anemias. 


notably  diabetes  in  poor  control,  hepatitis,  chole- 
cystitis, viral  infections,  and  bacterial  infection, 
may  precipitate  hemolysis  in  the  absence  of 
drugs.12,15  Usually  the  hemolytic  episodes  are  self- 
limiting  because  young  erythrocytes  under  50  days 
of  age  have  higher  G-6-PD  activity  than  older  red 
cells,  even  in  G-6-PD  deficient  individuals. 

Many  molecular  variants  of  G-6-PD  have  been 
described,  some  associated  with  a severe  hemolytic 
potential,  and  others  with  a few  clinical  mani- 
festations.15 This  disorder  is  sex-linked,  males  being 
fully  affected  in  the  hemizygous  deficient  state. 
Even  female  heterozygotes,  however,  may  demon- 
strate drug-sensitive  hemolysis. 

Pyruvate  kinase  (PK)  deficiency  is  probably  the 
second  most  common  red  cell  “enzymopathy.”  It 
is  inherited  as  an  autosomal  recessive.  In  the  homo- 
zygous state  there  is  usually  a chronic  hemolytic 
anemia  of  variable  severity  with  jaundice  and  reti- 
culocytosis.  Splenomegaly  is  frequent.  In  severe 
cases  splenectomy  may  decrease  transfusion  re- 
quirements, although  it  does  not  alter  the  intrinsic 
defect  of  the  erythrocyte.16  Heterozygotes  may  be 
asymptomatic.  Pyruvate  kinase  deficiency  does  not 
result  in  classical  drug-sensitive  hemolysis,  but 
acute  illnesses  can  exacerbate  the  chronic  hemolytic 
process. 

Several  less  common  enzyme  defects  of  the  gly- 
colytic pathway,  the  pentose  phosphate  pathway, 
and  other  metabolic  pathways  of  the  erythrocyte 
have  been  described,17,23  as  summarized  in  Table  3. 
The  other  enzymatic  defects  which  result  in  hemo- 
lytic drug  sensitivity  are  specified  in  Table  3. 

TABLE  3 

THE  CONGENITAL  NONSPHEROCYTIC 
HEMOLYTIC  ANEMIAS 
Glycolytic  Pathway 

Hexokinase  Deficiency 

Glucosephosphate  Isomerase  (GPI)  Deficiency 

Triose  Phosphate  Isomerase  (TPI)  Deficiency 

2,3-Diphosphoglycerate  Mutase  (2,3-DPG  Mutase) 
Deficiency 

Pyruvate  Kinase  (PK)  Deficiency 

Pentose  Phosphate  Pathway  (Drug-sensitive) 

Glucose-6-Phosphate  Dehydrogenase  (G-6-PD)  De- 
ficiency 

6-Phosphogluconate  Dehydrogenase  (6-PGD)  Defi- 
ciency 

Other  Drug-sensitive  Anemias 

Glutathione  Reductase  (GSSG-R)  Deficiency 

Glutathione  Peroxidase  (GSH-Px)  Deficiency 

This  table  lists  the  congenital  nonspherocytic  he- 
molytic anemias  which  are  associated  with  qualitative 
and/or  quantitative  enzymatic  alterations  resulting  in 
decreased  activity  of  the  erythrocytes.  Some  affect 
only  the  erythrocytes,  while  others  also  affect  leu- 
kocytes and  platelets,  and  other  tissues  as  well. 

The  mature  erythrocyte  has  been  described  as 
a metabolically  underprivileged  cell.24  It  lacks  the 
(Continued  on  next  page) 
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capacity  for  DXA,  RXA,  protein,  heme,  and  lipid 
synthesis.  It  must  carry  high  concentrations  of 
molecular  ozvgen.  without  its  biochemical  constitu- 
ents being  oxidized.25  Thus  the  c ythrocyte  directs 
virtually  all  of  its  energy  production  to  maintain 
the  integrity  of  hemoglobin  and  other  intracellular 
and  membrane  proteins,  which  under  oxidative 
stress  may  become  irreversibly  denatured.  The  de- 
naturation  process  is  facilitated  by  the  lack  of  Re- 
duced Triphosphopyridine  Xucleotide,  in  (TPXH), 
which  is  generated  by  G-6-PD  activity.  Reduced 
glutathione  (GSH),  a tripeptide,  is  also  responsible 
for  the  maintenance  of  protein  sulphydryl  groups. 
If  the  erythrocyte  is  unable  to  maintain  TPXH 
and  glutathione  in  the  reduced  state  under  expo- 
sure to  oxidant  drugs,  as  is  the  case  in  G 6-PD 
deficiency,  sulfhydryl  denaturation  and  hemolysis 
occurs. 

Classically  the  congenital  nonspherocytic  hemo- 
lytic anemia  patient  presents  with  an  overt,  chronic 
hemolysis  associated  with  reticulocytosis  and  jaun- 
dice. More  frequently,  especially  in  the  case  of 
G-6-PD  deficiency,  anemia,  reticulocytosis,  and 
jaundice  are  not  observed  until  after  the  patient 
is  given  a drug  which  may  induce  hemolysis.  The 
clinician  should  suspect  G-6-PD  deficiency  or  other 
congenital  nonspherocytic  hemolytic  anemia  in  the 
following  circumstances: 

1 —  A history  of  intermittent  jaundice  without 
evidence  of  liver  dysfunction  in  the  patient 
or  his  relatives. 

2—  A pesistent  neonatal  jaundice  in  the  patient 
or  his  relatives,  with  or  without  a history  of 
Rh  or  ABO  blood  group  incompatibility  (as 
in  the  brother  of  Case  2). 

4 "Gilbert’s  Disease"  or  other  idiopathic  un- 
conjugated hyperbilirubinemia.  We  find  that 
the  diagnosis  of  Gilbert's  disease  is  applied 
too  frequently  without  adequate  investiga- 
tion to  rule  out  other  causes  of  indirect  hy- 
perbilirubinemia, specifically  G-6-PD  defi- 
ency. 

5-  An  intermittent  or  persistent  reticulocytosis. 

6 —  Splenomegaly,  otherwise  unexplained. 

7 \ drop  in  hemoglobin  without  demonstrable 

blood  loss,  especially  while  the  patient  is  hos- 
pitalized. It  is  not  uncommon  for  patients 
to  be  given  several  medications,  sulfonamides 
among  them,  and  then  be  extensively  inves- 
tigated for  the  cause  of  anemia.  In  these 
cases  G-6-PD  deficiency  should  be  enter- 
tained as  a diagnostic  possibility  early  in 
the  investigation. 

It  should  be  remembered  that  G-6-PI)  deficiency 
may  occur  in  all  populations,  not  just  in  Negroes, 
Sephardic  Jews,  or  Italians.  The  severest  deficiency 
states  may  occur  in  Anglo-Saxons.15,26  It  should 
also  be  remembered  that  many  G-6-PD  deficient 
individuals  are  only  potentially  anemic  and  may 


have  normal  hemoglobin  levels  when  not  exposed 
to  drugs. 

In  the  management  of  congenital  nonspherocytic 
hemolytic  anemia  avoidance  of  oxidative  drugs  in 
G 6-PD  deficiency  and  related  drug-sensitive 
anemias  is  of  the  utmost  importance.  Control  of 
diabetes  and  infections  should  be  foremost  in  all 
of  the  red  cell  enxymopathies.  Provisions  for  in- 
forming the  family  and  any  physicians  who  may 
treat  the  patient  should  be  made.  The  detection  of 
other  deficient  or  carrier  individuals  in  the  family 
should  be  undertaken.  At  least  one  fatal  reaction 
in  a normal  recipient  has  been  attributed  to  the 
transfusion  of  G-6-PD  deficient  blood.15  Therefore 
these  patients  should  not  donate  blood.  Probably 
all  blood  banks  should  screen  prospective  donors 
for  G-6-PD  deficiency. 

SUMMARY 

The  congenital  nonspherocytic  hemolytic  ane- 
mias are  a recently  recognized  group  of  metabolic 
disorders  of  the  erythrocyte.  The  effects  of  G-6- 
PD  deficiency  and  other  drug-sensitive  enzymo- 
pathies can  be  prevented  in  many  cases  by  the 
alert  clinician.  In  many  other  patients  needless  ex- 
pensive laboratory  studies  may  be  avoided  if  these 
disorders,  especially  G-6-PD  deficiency,  are  placed 
higher  in  the  priority  of  detection. 
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CEREBROVASCULAR  COMPLICATIONS  AND 
THEIR  RELATION  TO  HEART  DISEASE* 


Intelligent  Management  of  Neuro- 
logical Complications  of  Cardiac 
Disease  Requires  Aicareness  of  In- 
terrelationships 

There  have  been  few  attempts  to  analyze  the 
etiology  and  pathogenesis  of  disturbance  of  con- 
sciousness and  neurological  deficits  in  patients  with 
cardiac  disease. 

Pulsations  of  the  brain  were  mentioned  in  the 
Smith  Papyrus  which  dates  back  to  the  17th  cen- 
tury B.C.  Alcmeon  of  Croton  recognized  an  ebb 
and  flow  in  veins  and  believed  blood  was  necessary 
for  normal  mental  function.  He  felt  that  sleep  re- 
sulted when  blood  retreated  from  the  brain  into 
the  great  veins  and  death  occurred  when  this  was 
permanent.  Hippocrates,  Aristotle,  and  others 
thought  the  brain  was  a gland  whose  functions  in- 
cluded cooling  and  purifying  blood  and  releasing 
excess  fluids  and  mucus  by  way  of  nasal  discharge. 
Mental  disturbances  were  the  result  of  failure  to 
release  these  humors.  Galen  recognized  that  blood 
was  in  both  the  arteries  and  the  veins  but  felt  that 
arterial  blood  had  been  enriched  in  left  ventricle 
by  a spirit  brought  in  from  the  outside  airways. 
The  veins  brought  blood  from  liver  and  spleen. 
Galen's  ideas  prevailed  for  almost  1500  years. 
Columbus  noted  that  pulsation  of  the  brain  was 
synchronous  with  heart  and  arteries.  Harvey  and 
Mayow,  shortly  thereafter,  established  the  direct 
relationship  between  the  heart,  circulation,  and 
brain  (circa  1681). 

The  interrelationship  between  diseases  of  the 
heart  and  brain  was  not  stressed  by  the  early  path- 
ologists of  the  19th  century.  They  were  still  inter- 
ested in  organ  pathologies  and  made  little  attempt 
to  'nterrelate  organ  physiology.  It  was  only  follow- 
ing Virchow's  descriptions  of  vascular  disease  in 
the  late  19th  century  and  the  development  of  de- 
scriptive neuropathology  in  the  early  20th  century 
that  most  of  our  current  concepts  have  evolved. 

It  is  important  to  establish  certain  anatomical, 
physiological,  and  pathological  concepts  to  form  a 
frame  of  reference  for  our  clinical  judgments.  The 
cerebrum  receives  its  major  blood  supply  from  the 
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heart  via  the  aortic  arch  and  its  branches.  The 
branches  which  supply  the  brain  are  the  right  and 
left  carotid  and  the  right  and  left  vertebral  ar- 
teries. The  vertebral  arteries  join  to  form  the  basi- 
lai  artery.  These  vessels  anastomose  around  the 
base  of  the  brain  in  a structure  called  the  Circle 
of  Willis.  Because  of  variations  in  the  anatomical 
and  physiological  completeness  of  this  anasto- 
mosis,1 some  patients  can  develop  symptoms  from 
loss  of  a major  vessel  while  others  would  not. 

One  of  these  major  arteries  is  sacrificed  when 
patients  with  congenital  cyanotic  heart  disease 
undergo  the  Blalock-Taussig  procedure.  In  this 
procedure  it  is  usual  to  ligate  a vertebral  artery 
when  freeing  up  a subclavian  artery  to  use  as  a 
shunt.  Following  this  procedure  approximately  3-4 
per  cent  of  the  patients  will  develop  infarctions 
in  the  brain  stem.  The  remaining  vertebral  artery 
and  collateral  circulation  are  not  able  to  sustain 
the  brain  stem  circulation  in  these  cases.  The  re- 
mainder of  the  patients  are  able  to  tolerate  this 
acute  loss  of  a single  major  vertebral  artery.  If  a 
carotid  or  innominate  artery  is  used  instead  of  the 
vertebral  in  this  procedure,  a major  hemispheral 
infarction  is  seen  in  25  per  cent  of  the  patients. 
This  indicates  that  collateral  flow  and  connections 
between  the  vertebral  systems  is  much  more  ef- 
fective than  through  the  carotids,  and  lesions  in 
the  carotids  stand  a higher  chance  of  producing 
symptoms  in  a normal  sampling  of  our  population. 
It  is  primarily  the  effectiveness  of  the  collateral 
circulation  that  will  decide  which  patient  will  de- 
velop significant  infarction. 

There  is  a second  line  of  collateral  blood  flow 
more  distal  that  is  made  up  of  large  collaterals 
between  the  major  cerebral  vessels,  i.e.,  the  middle, 
anterior,  and  posterior  circulations.  These  anasto- 
matic  connections  in  “watershed-’  areas  have  a 
recognizable  anatomy  and  have  been  described 
more  fully  elsewhere.  If  they  are  intact,  it  is  pos- 
sible to  have  an  obstruction  of  a major  cerebral 
artery  without  serious  brain  infarction.  Certain 
diseases  such  as  diabetes  may  selectively  affect  ves- 
sels of  this  caliber  and  so  decrease  the  effctiveness 
of  these  collaterals.  Hypotension  may  produce  le- 
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sions  most  distal  from  the  primary  source  of  blood 
and  affect  areas  just  proximal  to  the  watershed 
vasculature,  i.e.,  in  the  distal  circulation  of  the 
middle,  anterior,  or  posterior  cerebral  circulations. 

The  external  carotid  artery  communicates  with 
the  internal  carotid  artery  through  the  ophthalmic 
artery  and  through  some  of  the  deeper  vessels 
penetrating  the  base  of  the  skull.  By  means  of 
these  potential  collateral  routes,  the  external  caro- 
tid may  supply  the  hemispheres  in  certain  patho- 
logical situations,  i.e.,  when  the  internal  carotid 
artery  is  occluded  proximal  to  the  ophthalmic  ar- 
tery. 

Whether  or  not  a patient  will  develop  symptoms 
from  an  intracranial  arterial  lesion  depends  on  the 
effectiveness  of  the  collateral  supply,  how  distal 
the  vessel  occlusion  is,  the  length  of  time  the  ves- 
sel is  occluded,  and  any  rheological  change  in  the 
blood  itself.  There  is  little  doubt  that  the  variable 
amount  of  collateral  circulation  accounts  for  the 
variation  in  size  of  areas  of  encephalomalacia  re- 
sulting from  lesions  of  the  same  vessel  in  different 
individuals.  Although  this  collateral  circulation 
provides  the  central  nervous  system  with  an  ef- 
fective protective  mechanism,  it  makes  it  difficult 
to  assess  the  importance,  physiologically,  of  a 
known  anatomical  lesion,  unless  the  physiological 
capacity  of  the  collateral  circulation  to  compensate 
for  the  lesion  is  also  appreciated  and  delineated. 

It  is  not  clear  how  severe  or  prolonged  hypoxia 
must  be  to  derange  or  damage  cerebral  tissue. 
There  are  usually  clinical  symptoms  and  signs  in 
most  patients  following  30  seconds  of  severe  hy- 
poxia. Any  complete  cessation  of  circulation  usual- 
ly results  in  irreversible  death  of  tissue  and  per- 
manent clinical  changes  in  4-10  minutes.  With 
longer  periods  of  anoxia  the  sequelae  are  progres- 
sively more  severe,  resulting  in  more  widespread 
neuronal  death.  In  general,  lower  centers  seem 
more  resistant  than  the  cortex.  This  observation 
has  been  used  as  a basis  for  prognosis  in  patients 
who  have  suffered  cerebral  anoxia. 

It  is  less  clear  how  long  a time  is  required  for 
occlusion  of  a single  cerebral  vessel  (with  remain- 
der of  the  circulation  intact)  to  produce  irreversi- 
ble changes.  With  acute  loss  of  a single  vessel, 
blood  flow  rarely  ceases,  but  is  maintained  at  a 
slower  rate.  Some  collateral  blood  flow  is  usually 
possible.  How  long  neurons  can  be  ‘‘relatively  is- 
chemic” and  yet  recover  is  unknown.  In  the  mon- 
key it  appears  that  occlusions  under  45  minutes 
usually  result  in  reversible  clinical  and  pathological 
states,  and  occlusion  longer  than  45  minutes  will 
usually  produce  an  increasing  number  of  clinical 
and  pathological  findings.  Data  of  a comparable 
nature  for  man  do  not  exist,  and  whether  one  can 


apply  these  latter  data  to  man  is,  of  course, 
problematical. 

With  advancing  age  there  is  an  increasing  fre- 
quency of  arteriosclerotic  lesions  which  affect  both 
primary  and  collateral  circulation.  This  makes  the 
brain  increasingly  vulnerable  to  abrupt  loss  of  cir- 
culation in  any  of  the  primary  cerebral  vessels. 
These  changes  are  probably  accelerated  in  such 
diseases  as  diabetes,  and  make  the  brain  more 
susceptible  to  damage  by  hypotension  and  hypoxia. 

We  understand  very  little  about  the  blood  itself. 
Rheological  changes  in  viscosity  presumably  can 
occur  with  disease  in  any  part  of  the  body  (i.e., 
myocardial  infarction,  pneumonia)  and  may  sig- 
nificantly contribute  to  the  acute  incompetence  of 
the  cerebral  blood  flow.  Changes  in  pH,  infection, 
and  degree  of  stress  can  all  increase  viscosity  by 
changes  in  chemical  or  physical  composition  of  the 
blood  or  blood  cells,  and  make  the  blood  less  cap- 
able of  passing  through  smaller  vasculature  effec- 
tively. The  importance  of  these  variables  has  been 
reviewed  elsewhere.2 

CONGENITAL  HEART  DISEASE 

Neurological  complications  of  one  form  or  an- 
other are  seen  in  almost  25  per  cent  of  these  pa- 
tients.3 One  of  the  most  serious  complications  is 
the  appearance  of  a sudden  hemiplegia.  This  is 
associated  with  a focal  seizure  disorder  in  approxi- 
mately one-half  of  the  cases.  It  is  most  likely  to 
occur  in  association  with  severe  hypoxia,  polycy- 
themia, or  severe  anemia.  This  type  of  hemiplegia 
is  characteristically  seen  in  the  first  two  years  of 
life.  Approximately  4-11  per  cent  of  cases  with 
Tetralogy  of  Fallot,  single  ventricle,  truncus  ar- 
teriosus, or  pure  pulmonary  stenosis  will  develop 
this  condition.3  The  most  severe  forms  of  congeni- 
tal heart  disease  will  usually  be  very  symptomatic 
in  the  first  two  years  of  life.  If  these  children 
manage  to  survive,  they  often  have  developed  col- 
lateral forms  of  circulation  which  lessen  the  hy- 
poxia. In  Tetrology  of  Fallot,  for  example,  the 
bronchial  circulation  will  gradually  become  a fac- 
tor which  leads  to  clinical  improvement.  The  hemi- 
plegia is  usually  due  to  an  arterial  lesion,  though 
or  occasion  combined  venous  and  arterial  lesions 
are  seen.  The  area  supplied  by  the  middle  cerebral 
artery  is  most  commonly  affected.  The  mechanism 
of  the  formation  of  these  lesions  is  not  clear.  Pri- 
mary thrombosis  in  the  vessel  involved  seems  most 
likely.  Children  are  often  afflicted  with  a severe 
disability  and  mental  retardation.  Seizure  disorders 
in  this  group  are  not  uncommon. 

If  one  encounters  an  acute  or  subacute  hemi- 
plegia in  children  after  the  age  of  2,  one  must 
consider  embolic  disease,  arterial  or  venous  throm- 
bosis secondary  to  polycythemia,  and  brain  ab- 
scess. (Continued  on  next  page) 
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Brain  abscess  may  occur  in  any  form  of  con- 
genital heart  disease  in  which  the  pulmonary  vas- 
cular bed  is  bypassed,5, 6' 7 but  there  appears  to  be 
a slightly  higher  frequency  in  those  forms  having 
a larger  shunt.  It  is  not  correlated  with  cyanosis, 
but  rather  with  the  degree  of  blood  shunting. 
Rarely  have  cases  been  reported  in  children  before 
the  age  of  2.  Any  child  presenting  with  the  onset 
of  insidious  or  subacute  focal  neurological  signs 
and  congenital  heart  disease  should  be  considered 
a brain  abscess  suspect  and  appropriate  investiga- 
tions pursued. 

Loss  of  consciousness  and  convulsions  occur  fre- 
quently in  severe  cyanotic  forms  of  congenital 
heart  disease.  In  one  series,  18  per  cent  of  all  pa- 
tients gave  such  a history.8  These  seem  to  relate 
primarily  to  hypoxia  and  have  been  described  in 
detail  elsewhere.  They  are  especially  likely  to  oc- 
cur when  there  is  an  anatomical  and  physiological 
possibility  of  an  acute  shunting  of  venous  blood 
into  the  systemic  circulation.  Attacks  of  loss  of 
consciousness  or  convulsions  may  be  primarily  dif- 
ferentiated by  the  degree  of  desaturation  possible. 
With  more  severe  hypoxia,  convulsions  are  more 
frequent.  When  seen  in  patients  with  Tetralogy  of 
Fallot,  they  may  improve  as  the  bronchial  ar- 
terial supply  becomes  more  and  more  effective,  in- 
dicating the  direct  role  of  inadequate  circulation 
in  their  pathogenesis. 

RHEUMATIC  HEART  DISEASE 

Sydenham's  chorea  is  the  most  commonly  rec- 
ognized neurological  disorder  associated  with  the 
acute  rheumatic  state.  Outspoken  chorea  in  the 
presence  of  clinically  active  carditis  is  unusual.  In 
careful  observation  of  cases  of  acute  rheumatic 
fever,  it  is  impressive  to  note  the  high  frequency 
of  generalized  hypotonia.  About  50  per  cent  of 
patients  with  rheumatic  fever  and  virtually  all 
patients  with  Sydenham's  chorea  have  slight  slow- 
ing of  basic  frequencies  in  the  electroencephalo- 
graph. The  chorea  is  usually  self-limited.  Rest,  as- 
pirin, and  sedation  in  a quiet  environment  are 
often  as  effective  as  steroid  treatment. 

It  is  extremely  unusual  to  see  embolic  phenom- 
ena at  this  state  of  the  illness,  and  a rheumatic 
“encephalitis’’  is  a rare  occurrence.  However,  there 
are  patients  who  have  unrecognized  small  bland 
emboli  early  in  life.  The  incidence  of  seizures 
(from  presumed  asymptomatic  embolic  cerebral 
lesions)  is  2 3 times  the  normal  expectation  in 
patients  with  rheumatic  heart  disease. 

If  subacute  bacterial  endocarditis  develops,  em- 
bolic phenomena  are  very  common.  Emboli  to  the 
cerebrum  may  be  associated  with  seizures  or  with 
nondescript  encephalopathies  with  multifocal  fea- 
tures. Very  large  infarctions  are  unusual  in  sub- 
acute bacterial  endocarditis.  On  rare  occasions  the 
emboli  may  lodge  in  the  artery  and  initiate  a re- 


action which  leads  to  mycotic  aneurysmal  forma- 
tion. These  aneurysms  may  rupture  and  thus  be 
fatal.  There  is  a tendency  for  mycotic  aneurysms 
to  be  multiple  and  distally  located  on  the  cerebral 
vessels.  This  is  in  contrast  to  the  more  common 
types  of  congenital  aneurysms,  which  are  usually 
single  and  proximal  near  the  origin  of  the  cerebral 
arteries.  Brain  abscess  is  exceedingly  rare  follow- 
ing septic  infarction  and  subacute  bacterial  endo- 
carditis; I have  seen  only  one  case. 

Emboli  are  most  commonly  seen  in  adult  pa- 
tients with  chronic  rheumatic  valvular  disease,  es- 
pecially mitral  stenosis  and  auricular  fibrillation 
without  any  evidence  of  subacute  bacterial  endo- 
carditis. In  these  patients,  it  is  more  common  to 
have  emboli  occur  after  the  age  of  40.  A patient 
with  mitral  stenosis  stands  about  a 20  per  cent 
chance  of  having  an  embolism  some  time  in  his 
life.  If  one  also  has  fibrillation  complicating  mitral 
stenosis,  the  risk  of  embolism  is  tripled.9  Embolism 
is  much  rarer  with  auricular  flutter,  but  does  occur. 
Ventricular  arrhythmias  usually  do  not  cause  em- 
bolism in  the  absence  of  myocardial  infarction  and 
mural  thrombosis.  The  area  most  predisposed  to 
embolic  infarction  seems  to  be  the  middle  cerebral 
territory.  There  is  a slight  predilection  for  the  left 
hemisphere.  Recovery  from  these  lesions  is  often 
surprisingly  good,  probably  because  of  their  ten- 
dency to  be  so  distal  and  near  the  surface,  and 
because  of  their  occurrence  in  young  patients  with 
effective  collateral  circulations.  This  superficial  lo- 
cation, involving  cortex,  also  offers  an  explanation 
of  the  increased  frequency  of  focal  seizures  one 
sees  in  these  patients  at  the  onset  and  in  subse- 
quent years.  One  cannot  predict  which  patient  may 
have  chronic  seizure  disorders.  A seizure  which 
occurs  at  the  onset  of  an  embolic  infarction  does 
not  necessarily  indicate  a future  seizure  disorder. 

Since  cerebral  emboli  may  be  the  first  and  only 
sign  of  subacute  bacterial  endocarditis  in  adult 
patients  with  chronic  valvular  disease,  routine 
blood  cultures  should  be  taken  in  all  patients.  It 
is  unusual  to  see  embolic  lesions  in  patients  with 
aortic  stenosis  in  the  absence  of  active  subacute 
bacterial  endocarditis. 

When  congestive  failure  is  severe,  causing  rela- 
tive cerebral  hypoxia,  all  degrees  of  diffuse  changes 
of  neutral  function  can  occur.  It  is  not  unusual  to 
see  disorientation,  confusion,  lethargy,  and  even 
semicoma  in  these  patients.  Seizures,  myoclonus, 
and  asterixis  are  unusual,  and  focal  signs  are  not 
usually  present  unless  there  is  a preexisting  le- 
sion of  the  central  nervous  system. 

If  patients  have  an  embolism  or  thrombosis  with 
infarction  of  brain,  it  is  not  uncommon  to  see  acute 
congestive  failure  or  myocardial  irritability  de- 
velop shortly  after  the  cerebral  infarction.  This 
seems  to  be  especially  true  with  brain-stem  and 
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anterior  hemisphere  lesions.  The  exact  mechanism 
of  this  cardiac  change  is  not  clear. 

In  patients  undergoing  diagnostic  cardiac  cathe- 
terization, three  types  of  neurological  complica- 
tions have  been  encountered.  The  most  common 
is  a simple  peripheral  nerve  or  plexus  injury  sec- 
ondary to  damage  at  the  site  of  injection  or  plac- 
ing of  the  catheter.  The  second  is  a diffuse  enceph- 
alopathy, which  usually  is  transient.  This  seems  to 
relate  to  the  dye  itself  and  may  be  an  allergic 
phenomenon.  The  third  type  comprises  embolic 
lesions  which  seem  to  have  a special  predilection 
for  the  vertebrobasilar  circulation  and  give  rise  to 
focal  brain-stem  lesions  in  a high  percentage  of 
cases.  This  accident  may  be  a function  of  the  man- 
ner in  which  the  catheter  is  placed. 

We  have  routinely  deferred  cardiac  surgery  for 
4-6  weeks  after  cerebral  embolism  in  patients  with 
rheumatic  heart  disease.  This  is  primarily  a result 
of  the  empiric  observation  that  the  incidence  of 
post-  operative  complications,  including  seizures, 
has  been  much  higher  in  the  group  that  was  op- 
erated upon  earlier. 

Following  cardiac  surgery  one  can  encounter 
diffuse  reactions  probably  due  to  low-grade  hy- 
poxia, air  embolism,  or  hypotension.  Highly  focal 
lesions  may  occur  secondary  to  presumed  embolic 
episodes.  Embolic  lesions  are  particularly  prone  to 
cause  seizures  in  this  group  of  patients.  When 
seizures  occur,  they  are  likely  to  be  persistent  for 
2 or  3 days  and  then  subside  spontaneously.  This 
sequence  probably  results  from  the  fact  that  so 
many  of  the  lesions  are  in  the  cortex  and  tend  to 
be  hemorrhagic.  We  have  found  the  use  of  curare 
derivatives  particularly  helpful  in  these  patients  in 
the  acute  phase  of  seizure  activity.  Depressing 
them  with  heavy  doses  of  sedation  often  precipi- 
tates blood  pressure  and  cardiac  problems.  Prog- 
nosis for  recovery  in  this  group  of  patients  with 
focal  lesions  is  often  surprisingly  good. 

The  diffuse  lesions  seem  best  correlated  with 
long  operations  and  hypotension  or  hypoxia.  The 
brunt  of  the  pathology  appears  to  center  on  the 
parieto-temporal  and  occipital  areas,  and  as  a 
result  patients  develop  complex  visual  agnosias  and 
confused  states.  These  are  often  difficult  to  sepa- 
rate from  psychological  reactions  when  the  organic 
signs  are  difficult  to  elicit  and  no  lateralized  find- 
ings occur.  The  only  clue  may  be  the  fact  that 
most  of  the  disordered  behavior  is  visually  con- 
ditioned. With  very  severe  degree  of  damage,  total 
fiaccidity  is  seen.  As  improvement  occurs,  the  pa- 
tient usually  develops  hypertonus  and  decerebrate 
and  decorticate  postures.  This  is  often  followed  by 
a stage  of  restlessness  and  wandering  eye  move- 
ments. Subsequently  it  is  appreciated  that  the  pa- 
tient sees  some  things,  and  volitional  motor  be- 


havior returns.  Chronic  memory  problems  and  spe- 
cific high  level  defects  may  occur,  such  as  inability 
to  read,  or  to  see  faces  (prosopagnosia),  or  to  ap- 
preciate the  “whole”  of  a complex  visual  problem 
(simultangnosia). 

MYOCARDIAL  INFARCTION 

The  patient  sustaining  acute  myocardial  damage 
will  often  develop  symptoms  of  shock.  Many  of  the 
patients  in  shock  will  have  fainted  or,  on  occasion, 
experienced  convulsive  seizures.  It  is  not  uncom- 
mon in  these  patients  to  see  signs  of  diffuse  dys- 
function of  the  central  nervous  system,  secondary 
to  the  deficient  perfusion  of  the  brain.  They  can 
be  stuporous  or  even  semicomatose.  Confusion  and 
disorientation  are  common.  These  signs  almost  al- 
ways disappear  when  circulatory  efficiency  is  re- 
stored. 

If  there  has  been  an  acute  heart  block  or  rhythm 
abnormality,  an  anoxic  encephalopathy  may  occur. 
There  will  be  more  persistent  signs,  and  the  mental 
changes  will  be  accompanied  by  changes  in  muscle 
tone  or  reflexes  indicative  of  significant  cortical 
damage.  Seizures  are  not  unusual  in  these  patients, 
and  they  may  manifest  diffuse  states  similar  to 
those  seen  in  post- operative  cardiacs. 

If  there  is  a preexisting  stenotic  or  occluded  ves- 
sel, the  hypotension  and  decreased  cerebral  blood 
flow  may  result  in  an  area  of  focal  infarction  in 
the  distribution  of  these  vessels.  The  collateral 
circulation  can  no  longer  supply  this  area,  and 
focal  signs  may  develop  in  the  absence  of  any  new 
blood  vessel  pathology. 

Many  cases  of  myocardial  infarction  are  not 
even  recognized  because  of  the  changes  in  sen- 
sorium.  Diozzi10  (1939),  in  reviewing  107  cases  of 
coronary  thrombosis,  noted  during  1,000  routine 
autopsies,  concluded  that  20  per  cent  were  masked 
by  predominent  cerebral  symptoms. 

There  is  also  a high  incidence  of  myocardial  in- 
farction in  neurological  patients  with  acute  cere- 
bral lesions.  The  myocardial  infarct  is  often  noted 
only  at  post-mortem.  Approximately  7 per  cent  of 
our  patients  with  acute  cerebrovascular  disease  are 
noted  to  have  evidence  of  myocardial  infarction 
when  admitted  to  the  hospital,  and  another  7 per 
cent  will  develop  EKG  changes  or  other  evidence 
of  myocardial  infarction  during  the  first  week  of 
hospitalization. 

Myocardial  infarction  will  frequently  be  associ- 
ated with  cerebral  embolism.  The  anteroseptal  in- 
farctions are  particularly  prone  to  develop  embolic 
lesions  probably  because  of  the  frequency  with 
which  some  endocardial  change  leads  to  a throm- 
bus formation  deep  in  the  apex  of  the  heart.  About 
one-third  of  patients  with  infarction  develop  left 
ventricular  mural  thrombi.  Embolic  lesions  may 
(Continued  on  next  page) 
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occur  at  any  time  following  myocardial  infarction 
but  are  see  most  frequently  in  the  3-20  days  fol- 
lowing infarction.  One  can  see  embolic  lesions 
weeks  to  months  after  the  acute  infarction.  If  a 
patient  suffers  embolism  once,  there  is  a very  sig- 
nificant risk  of  embolization  again  and  the  use  of 
prophylactic  anticoagulation  should  be  strongly 
considered.  We  arbitrarily  perform  a spinal  tap 
8 12  hours  after  the  presumed  embolic  lesion.  If 
no  blood  is  noted  in  the  spinal  fluid,  we  believe 
the  risk  of  administering  anticoagulants  to  the 
patient  is  justified.  As  occurs  in  other  cardiac 
patients,  most  emboli  tend  to  favor  the  middle 
cerebral  distribution  with  the  left  side  being  in- 
volved more  commonly.  Recovery  potential  from 
acute  embolization  following  myocardial  infarction 
is  often  surprisingly  good  and  persisting  severe 
hemiplegias  or  speech  disorders  are  unusual. 

INCIDENTAL 

It  is  often  quite  difficult  to  distinguish  between 
the  various  possible  causes  of  an  episode  of  acute 
loss  of  consciousness.  Attempting  to  distinguish 
between  a '‘faint"  and  a "fit"  is  common  experi- 
ence for  the  physician.  In  general,  everyone  who 
loses  consciousness  has  a disturbance  of  brain-stem 
function.  The  problem  for  the  clinician  is  to  de- 
cide whether  the  primary  cause  resides  in  the  nerv- 
ous system,  in  the  vasculature  of  the  brain  stem, 
or  in  a disturbance  of  cardiac  output.  In  individu- 
als above  age  50  one  should  consider  a first  epi- 
sode of  abrupt  unexplained  loss  of  consciousness  to 
be  cardiac  in  origin  unless  there  is  good  reason  to 
suspect  otherwise.  In  fact  abrupt  loss  of  conscious- 
ness with  primary  vascular  disease  of  the  brain 
is  unusual.  In  patients  with  vertebrobasilar  dis- 
ease one  often  notes  asymmetrical  symptoms  of 
brain-stem  dysfunction  prior  to  the  loss  of  con- 
sciousness. If  the  episode  is  related  to  convulsion, 
some  clue  may  be  obtained  by  eliciting  a history 
of  an  aura  or  of  a focal  onset.  On  the  other  hand 
when  a patient  faints  because  the  cardiac  output 
is  acutely  decreased,  one  can  obtain  a history  of 
pallor  or  color  change  if  perchance  someone  wit- 
nessed the  spell.  If  loss  of  consciousness  or  a seiz- 
ure then  occurs,  the  clonic  phase  is  usually  very 
short  or  absent.  To  produce  a clonic  phase,  peri- 
odic inhibition  of  the  brain-stem  by  higher  centers 
is  essential.  In  hypoxia,  such  as  might  occur  with 
an  acute  failure  of  the  heart  to  perfuse  the  head, 
there  is  a selective  vulnerability  of  these  higher 
centers.  Since  they  are  more  damaged  than  the 
brain-stem,  they  can  no  longer  effectively  inhibit 
the  tonic  discharge  and  thus  cause  a clonic  phase 
of  the  seizure.  The  absence  of  a clonic  phase,  or 
"limpness"  associated  with  loss  of  consciousness 
suggests  that  the  primary  defect  is  a deficiency 


in  cardiac  output  rather  than  a cerebral  abnor- 
mality. 

Heart  block  and  abnormal  cardiac  rhythms  have 
also  been  associated  with  loss  of  consciousness. 
Rates  above  30  min.  are  rarely  associated  with 
loss  of  consciousness.  Rates  below  26/  min.  are 
frequently  associated  with  episodic  unconscious- 
ness. We  have  seen  rates  as  low  as  23/min.  with- 
out any  significant  disturbance  of  consciousness, 
but  this  is  rare.  Rapid  rates  can  be  more  effective- 
ly tolerated.  Loss  of  consciousness,  if  it  occurs,  is 
often  better  correlated  with  the  acute  change  in 
rhythm  rather  than  any  absolute  rate.  It  can  be 
seen  in  any  arrhythmia. 

The  occurence  of  embolic  lesions  with  reversion 
of  auricular  fibrillation  by  drugs  has  been  widely 
described  and  must  be  considered  a known  risk 
of  the  procedure.  In  contrast  cardioversion  has 
proved  to  be  a relatively  safe  procedure,  with  an 
apparently  much  reduced  incidence  of  cerebral 
emboli. 

Patients  with  non-bacterial  endocarditis  are  par- 
ticularly prone  to  cerebral  embolism.  In  any  patient 
with  unexplained  cerebral  embolism  and  no  pre- 
existing cardiac  disease  this  diagnosis  should  be 
considered.  It  is  not  infrequently  associated  with 
malignant  disease  in  some  other  organ. 

Digitalis  can  frequently  cause  arrhythmias  or 
heart  block;  through  this  mechanism  it  is  often 
associated  with  neurological  disease.  It  rarely 
causes  symptoms  that  cannot  be  accounted  for  by 
rate  or  rhythm  changes.  Some  of  the  reserpine 
drugs  may  cause  severe  depressions.  Symptoms  of 
cerebral  insufficiency  may  develop  if  the  blood 
pressure  drops  enough  to  embarrass  circulation  in 
borderline  situations. 

The  association  of  thrombosis  with  diuretics,  es- 
pecially mercurials,  is  well  known  but  is  seen  with 
almost  all  of  the  anti-diuretic  agents.  The  mechan- 
ism of  this  association  is  not  clear. 

Excessive  use  of  nitroglycerine  has  caused  ortho- 
static hypotension.  This  is  especially  true  when 
patients  use  multiple  tablet  dosage  and  then 
change  posture  immediately  after  taking  the 
tablets. 

We  have  reviewed  briefly  some  of  the  neuro- 
logical complications  encountered  in  patients  with 
heart  disease.  In  dealing  with  serious  cardiac  prob- 
lems, one  is  impressed  by  the  frequency  with  which 
disturbances  of  neural  function  may  become  the 
major  problem  facing  the  clinician.  Whether  he  be 
an  internist,  cardiologist,  or  neurologist,  the  phy- 
sician must  have  an  awareness  of  the  interrelation- 
ships of  the  various  organs  if  he  is  to  contribute 
intelligently  to  the  management  of  the  patient's 
illness.  There  is  as  yet  no  specific  therapy  or  course 
(Continued  on  Page  160) 


158 


Rhode  Island  Medical  Journal 


LET’S  NOT  WAIT* 


Recommends  Consolidation  of  All 

Obstetrical  Services  in  Greater 

Providence 

Each  year  at  this  time  the  retiring  president  is 
called  upon  to  address  the  Society.  Tonight  I shall 
report  to  you  some  of  the  events  of  the  recent  past 
which  have  had  an  important  impact  on  the  prac- 
tice of  medicine  and  shall  make  some  concrete  rec- 
ommendations for  changes  which  I feel  can  im- 
prove the  quality  and  decrease  the  cost  of  medical 
care  in  this  area. 

Early  in  the  year  we  were  made  aware  of  the 
plans  of  the  AFL-CIO  unions  to  establish  in  the 
metropolitan  Providence  area  prepaid  closed  panel 
health  plan  for  union  members  to  be  financed  by 
compulsory  deductions  from  workers’  salaries. 
Many  of  the  practicing  physicians  in  the  area  have 
expressed  concern  about  the  effect  of  such  a plan 
on  the  practice  of  medicine,  particularly  as  it  may 
affect  the  availability  of  hospital  beds  for  patients 
not  members  of  the  plan.  The  usual  objections  to 
the  lack  of  free  choice  of  physicians  have  also  been 
raised. 

Brown  University  has  become  involved  in  the 
negotiations  between  the  hospitals  and  the  unions 
and  is  now  using  its  good  offices  and  influence  in 
an  attempt  to  overcome  some  of  the  obstacles  to 
the  actual  functioning  of  such  a plan. 

The  government  has  continued  to  extend  its 
role  in  the  provision  of  medical  care  with  the  ex- 
pansion of  such  programs  as  the  Progress  for 
Providence  Health  Clinics,  The  Maternal  and  In- 
fant Care  Program  at  St.  Joseph's  Hospital,  and 
increased  utilization  of  Medicare  and  Medicaid. 
With  the  appointment  of  a Medical  Director  for 
the  Progress  for  Providence  Clinics,  a much  better 
rapport  has  been  established  between  this  program 
and  the  local  physicians. 

The  multiphasic  screening  program  which  will 
soon  provide  a battery  of  laboratory  tests  at  gov- 
ernment expense  in  a new  building  at  Rhode  Is- 
land Hospital  has  been  developed  with  close  co- 
operation between  its  director  and  the  local  medical 
society. 

In  the  spring  representatives  of  the  Providence 
Medical  Society  met  with  members  of  the  General 
Assembly  to  explain  to  the  legislators  the  medical 
aspects  of  many  of  the  bills  pending  in  the  legis- 

:‘:Presidential  Address  delivered  at  the  122nd  Annual 

'Meeting  of  the  Providence  Medical  Association,  at 

Providence,  R.I.,  January  6,  1969 


WILLIAM  J.  MacDONALD,  M.D.,  of  Rumford, 
R.  I.  President,  1968,  The  Providence  Medical 
Association ; Chief  Surgeon,  Active  Staff,  Provi- 
dence Lying  In  Hospital. 


lature.  This  annual  meeting  has  become  extremely 
valuable  in  correcting  misinformation  or  lack  of 
information  of  medical  matters  understandably  so 
common  among  laymen. 

The  rising  cost  of  hospitalization  necessitated 
an  increase  in  Blue  Cross  premium  rates  this  fall 
and  provoked  a shower  of  criticism,  much  of  it 
directed  at  doctors.  Some  of  the  criticism  was  con- 
structive, but  much  of  it  was  typified  by  the  naive 
remarks  of  the  new  chairman  of  the  special  legis- 
lative committee  studying  hospital  costs  when  he 
was  reported  as  saying,  “It  doesn’t  make  much 
sense  that  you  can  stay  in  a plush  hotel  for  less 
than  the  cost  of  — a hospital  room.”  There  was 
minimal  comment  about  the  new  increase  in  bene- 
fits being  provided  by  Physicians  Service  with  no 
increase  in  rate. 

In  an  attempt  to  improve  the  coverage  of  emer- 
gency calls  for  physicians,  a letter  was  sent  early 
in  the  year  to  the  administrators  of  the  various 
hospitals  requesting  that  the  licensed  resident  phy- 
sicians in  these  hospitals  be  allowed  to  accept  calls 
from  the  medical  bureau  on  their  time  off.  The 
response  in  every  case  was  negative  and  in  most 
cases  the  reason  given  was  that  the  physicians  in 
charge  of  the  various  services  were  opposed  to  their 
residents  working  outside  the  hospital.  In  Provi- 
dence only  10  per  cent  of  the  practicing  physicians 
are  General  Practitioners  and  it  is  difficult  at  times 
to  provide  24  hour  coverage.  The  hospitals,  and 
particularly  the  teaching  services  of  the  hospital, 
have  a responsibility  to  the  community.  I hope  the 
chiefs  of  the  various  services  will  reconsider  their 
attitude  in  this  matter. 

Also  during  the  past  year  the  Rhode  Island 
Hospital  discontinued  its  emergency  ambulance 
service  and  the  Providence  Fire  Department  res- 
cue service  restricted  its  function  to  only  actual 
emergency  situations.  The  rescue  services  person- 
nel are  now  permitted  to  transport  only  true  emer- 
gency patients  and  only  to  the  nearest  hospital. 
This  has  resulted  in  some  unhappiness  for  both  the 
patient  and  physicians,  since  patients  now  may  be 
taken  to  a hospital  where  their  regular  physicians 
may  not  have  privileges  and  therefore  cannot  at- 
tend them.  Private  ambulance  services  must  be  used 
(Continued  on  next  page) 
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if  the  pauent  or  the  physician  insists  on  a hospital 
other  than  the  nearest  one. 

In  the  recent  past  this  Society  has  been  ad- 
dressed by  some  of  the  most  outspoken  critics  of 
current  medical  practice  and  medical  economics. 
Among  these  are  Jerome  Pollock  and  Doctor  Mar- 
tin Cherkasky.  Although  many  of  the  solutions 
proposed  by  these  men  are  untried  theories,  many 
of  their  criticisms  of  current  problems  are  valid. 
It  is  imperative  that  we  in  medicine  take  heed  and 
address  ourselves  actively  to  their  solution. 

At  the  December,  1968,  meeting  of  the  Ameri- 
can Medical  Association  a motion  was  adopted  di- 
recting the  appropriate  committee  of  the  AMA  to 
make  the  necessary  by-laws  amendments  to  permit 
qualified  osteopathic  physicians  to  be  admitted  to 
full  membership  in  the  AMA.  In  the  same  motion 
county  and  state  medical  societies  were  urged  to 
make  similar  by  law  changes.  I shall  mention  this 
again  in  another  context. 

Plaving  outlined  some  of  the  problems  which 
beset  medicine  in  Providence  in  1969  I shall  now- 
make  a few  concrete  recommendations  which  I’m 
sure  will  be  received  with  less  than  wild  enthusi- 
asm by  some  of  my  colleagues.  My  recommenda- 
tions will  be  addressed  to  only  a few  of  the  matters 
mentioned  earlier.  These  are: 

1.  The  problem  of  qualified  physicians  being 
unable  to  treat  their  own  patients  in  hospitals  at 
which  they  do  not  have  staff  privileges; 

2.  The  expensive  duplication  of  facilities  for 
infrequently  performed  procedures  such  as  some 
types  of  heart  surgery,  special  facilities  for  radia- 
tion therapy,  and  possibly  organ  transplants  in  the 
future. 

These  two  problems  could  be  greatly  alleviated 
if  each  of  the  hospitals  in  the  area  would  grant  at 
least  courtesy  privileges  to  any  qualified  physician 
applicant  whose  training,  experience  and  moral 
qualifications  satisfy  the  requirements  for  staff  ap- 
pointment. 

3.  The  multiplicity  of  obstetric  facilities  in  the 
greater  Providence  area. 

It  is  a wasteful  duplication  of  obstetric  services 
to  have  four  separate  facilities  for  the  provision 
of  maternity  care  in  the  tiny  geographic  area  en- 
compassed by  Pawtucket,  Providence  and  Cran- 
ston. The  general  hospitals  in  this  area  which  have 
obstetric  services  suffer  a recurrent  shortage  of 
medical  and  surgical  beds,  while  the  one  specialty 
hospital,  the  Providence  Lying-In  Hospital,  has  an 
average  occupancy  of  less  than  60  per  cent  and 
can  easily  handle  all  of  the  maternity  cases  now- 
cared  for  at  the  Pawtucket  Memorial,  St.  Joseph's 
and  Ostopathic  Hospitals. 

Fortunately  all  of  the  qualified  obstetricians  at 
the  ^awtucket  Memorial  and  St.  Joseph’s  Hos- 


pital already  have  privileges  at  the  Lying-In  Hos- 
pital. The  problem  of  staff  privileges  for  the  few- 
general  practitioners  and  osteopathic  men  doing 
obstetrics  is  not  insurmountable.  The  Miriam 
Hospital  and  the  Roger  Williams  Hospital  have 
long  since  discontinued  their  expensive  obstetric 
services. 

4.  The  problem  of  qualified  osteopathic  physi- 
cians who  have  had  adequate  training  and  have 
passed  the  same  examination  for  medical  licensure 
as  doctors  of  medicine,  and  who  have  been  granted 
unlimited  privileges  to  practice  medicine  being  un- 
able to  admit  patients  to  other  than  the  osteopathic 
hospital. 

This  situation  can  be  corrected  by  changes  in 
the  by-laws  of  the  hospitals  and  county  and  state 
medical  societies  as  recommended  by  the  Ameri- 
can Medical  Association. 

I have  made  three  recommendations: 

1.  Open  staff  privileges  for  qualified  physicians 
in  all  of  the  area  hospitals. 

2.  Consolidation  of  all  obstetric  care  in  the 
greater  Providence  area  at  the  Providence 
Lying-In  Hospital. 

3.  Revising  the  by-laws  of  the  various  hospi- 
tals and  the  county  and  state  medical  so- 
ciety to  grant  membership  to  qualified  os- 
teopathic physicians. 

All  of  these  changes  can  be  initiated  at  the 
physician  level  with  approval  of  the  governing 
boards  of  the  hospitals.  They  are  logical  and  easily 
implemented  recommendations,  recommendations 
which  have  been  made  by  many  others  in  the  past. 
Let's  not  wait  until  they  are  imposed  on  us  by  a 
state  or  federal  agency. 


CEREBROVASCULAR 

COMPLICATIONS 

(Continued  from  Page  158) 

of  management  that  can  be  applied  in  all  situa- 
tions. Thus  an  individualized  therapeutic  program 
selected  by  the  patient's  physician  after  due  con- 
sideration of  all  the  variables  remains  the  hallmark 
of  intelligent  patient  care. 
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I.  RADIOIMMUNOASSAY  — 

A NEW  TOOL  FOR  CLINICAL  INVESTIGATION 


The  recent  development  of  radioimmunossay  has 
added  a new  dimension  to  the  understanding  of 
the  peptide  hormones,  a hitherto  difficult  and  ob- 
scure phase  of  human  endocrinology.  While  the 
structure  and  solubility  of  thyroid  hormone  and 
the  steroids  have  made  them  amenable  to  chemical 
measurement,  the  attributes  of  the  peptide  hor- 
mones have  reduced  their  detection  among  other 
peptides  and  the  more  complex  serum  proteins 
very  difficult.  The  low  concentration  of  the  pep- 
tide hormones  in  blood  and  urine  has  added  to 
the  difficulty  of  measurement. 

Berson  and  Yalow  of  The  Mount  Sinai  School 
of  Medicine  first  applied  the  immunoassay  method 
to  the  measurement  of  insulin  about  15  years  ago. 
The  procedure  involves  the  addition  of  tagged  hor- 
mone to  a series  of  known  standard  samples  of 
the  hormone  and  also  to  the  specimen  to  be  mea- 
sured. To  each  preparation  a given  amount  of 
specific  antibody  serum  for  the  peptide  is  added. 
This  is  prepared  in  an  animal  by  immunization 
with  pure  synthesized  hormone.  The  method  util- 
izes the  ability  of  unlabeled  hormone  to  compete 
with  labeled  hormone  for  antibody,  thereby  in- 
hibiting binding  of  labeled  hormone.  The  ratio  of 
antibody-bound  labeled  hormone  to  free  labeled 
hormone  is  thus  diminished  as  the  concentration 
of  unlabeled  hormone  is  increased.  After  incuba- 


tion of  the  samples,  the  bound  and  free  fractions 
are  separated  by  a suitable  technique  and  the 
amount  of  labeled  hormone  is  measured  through 
it  radioactivity. 

The  concentration  of  labeled  antibody-bound 
protein  is  obtained  by  comparison  with  (i.  e.  titra- 
tion against)  the  series  of  controls.  The  concen- 
tration of  unlabeled  plasma  thus  is  inversely  pro- 
portionate to  the  radioactivity. 

This  technique  has  now  been  used  or  is  being 
developed  for  the  study  of  at  least  20  peptide  hor- 
mones. It  has  also  been  extended  to  non-peptide 
hormones  and  other  biologically  active  substances 
in  non-immune  systems.  Many  of  the  assay  meth- 
ods have  been  developed  only  in  the  past  two  or 
three  years.  In  addition  to  its  use  for  insulin,  the 
peptide  assay  method  has  been  developed  to  meas- 
ure growth  hormone,  parathyroid  hormone,  ACTH, 
chorionic  gonadotropin,  and  follicle  stimulating 
hormone.  Investigations  have  also  extended  the 
method  to  such  others  as  gastrin  and  pancreatic 
secretin.  By  using  specific  binding  proteins  of 
plasma  rather  than  specific  antibodies,  non-peptide 
hormones  such  as  thyroxin,  adrenocortical  and 
gonadal  steroids,  and  (using  intrinsic  factor  as  the 
binding  protein)  even  B12  have  also  been  studied. 

The  vast  opportunities  which  this  method  has 
opened  up  can  be  but  dimly  seen  at  this  time. 


II:  MEASUREMENT  OF  CIRCULATING  PARATHYROID 

HORMONE 


One  of  the  more  promising  applications  of  radio- 
immunoassay (see  preceding  editorial)  is  in  the 
measurement  of  circulating  parathyroid  hormone 
(PTH).  It  is  generally  agreed  that  hypercalcemia 
is  the  most  important  clue  to  primary  hyperpara- 
thyroidism. Many  other  diagnostic  tests  have  been 
proposed  such  as  measurement  of  patterns  of  uri- 
nary phosphorus  excretion,  calcium  or  EDTA  in- 
fusions, alterations  of  dietary  intake  of  calcium 
and  phosphorus,  and  isotopic  scans.  None  of  these 
has  proved  definitive  in  equivocal  cases.  R.  H. 
Egdahl  and  his  group  at  Boston  University  have 
recently  reported  a significant  experience  in  the 
use  of  radioimmunoassay  of  PTH  in  hyperpara- 
thyroidism. The  antiserum  was  prepared  in  chick- 
ens using  bovine  PTH  as  the  antigen.  This  serum 
is  strongly  reactive  to  human  PTH.  Human  PTH 
of  sufficient  purity  to  be  used  as  a standard  has 
not  yet  been  prepared.  Consequently  serum  from 


a hyperparathyroid  uremic  patient  was  arbitrarily 
selected  as  the  standard  and  was  assigned  a con- 
centration  of  1,000  microliter  equivalents  per  milli- 
liter. 

Against  this  standard  30  normal  subjects  were 
found  to  have  a PTH  range  of  10-54.  Four  hypo- 
parathyroid  patients  varied  from  0 to  5.  Nine 
cases  of  parathyroid  adenoma  ranged  from  225- 
1000.  Three  cases  of  parathyroid  hyperplasia  were 
in  the  range  of  338  to  512.  Adenomas  were  re- 
sected in  six  cases,  while  the  three  patients  with 
hyperplasia  were  subjected  to  total  or  subtotal 
resection.  In  all  cases  PTH  levels  had  begun  to 
drop  in  4 hours  and  reached  normal  levels  in  both 
adenoma  (24-107)  and  in  hyperplasia  (26-153) 
withm  24  hours. 

It  was  observed  in  several  cases  that  hormone 
levels  rose  to  even  higher  than  preoperative  lev°ls 

(Continued  on  next  page) 
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during  surgery.  This  was  believed  to  be  due  to 
manipulation  of  the  gland.  Egdahl  and  his  group 
have  suggested  that  massage  of  the  neck  pre- 
operatively  with  concomitant  hormone  assay  will 
assist  in  localizing  the  tumor,  formerly  a difficult 
task.  This  could  be  of  great  practical  importance 
in  the  patient  in  hypercalcemic  crisis  due  to  para- 
thyroid adenoma  where  rapid  severance  of  the 
blood  supply  of  the  adenoma  might  avoid  the  ex- 
tra burst  of  hormone  into  the  circulation  during 
surgery. 


Since  the  serum  of  patients  with  primary  hyper- 
parathyroidism shows  a clearcut  elevation  of  PTH 
and  since  localization  of  adenomas  nowr  seems  pos- 
sible. the  surgeon  will  be  able  to  operate  with 
greater  confidence  before  serious  renal  or  skeletal 
damage  supervenes. 
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POISONING  FROM  SHELLFISH  — “THE  RED  TIDE” 


Severe  neurotoxic  damage  may  result  from  eat- 
ing shellfish.  Seventy-nine  persons  became  seriously 
ill  in  England  recently  after  eating  poisoned  mus- 
sels. Sporadic  cases  of  neurotoxic  mussel  poisoning 
have  long  been  observed.  For  example,  in  Cali- 
fornia in  1927  there  were  one  hundred  and  two 
cases  with  six  deaths.  It  was  then  determined  that 
the  toxin  was  thermostable  with  rapid  onset  of  ac- 
tion (ten  to  thirty  minutes).  This  toxin,  called 
saxitoxin,  is  a characteristic  product  of  the  entire 
genus  of  Dinojlagellates  called  Gonyaulax.  These 
Dinojlagellates  are  eaten  by  the  shellfish,  which 
actually  may  concentrate  the  toxin.  The  various 
species  of  Gonyaulax  proliferate  and  bloom  along 
both  the  eastern  and  western  coasts  of  the  United 
States  and  Canada,  and  give  rise  to  the  phenome- 
non of  the  “red  tide,”  because  of  the  actual  visible 
density  of  these  organisms  in  the  sea  water.  This 
red  tide  is  not  to  be  confused  with  ordinary  red 
seaweed.  The  flagellates  form  a big  component  of 
plankton,  which  is  ingested  by  all  shellfish  as  food. 

The  recent  outbreak  in  England  was  most  un- 
usual. since  the  red  tide  is  a rarity  along  the  Eng- 
lish coasts,  and  was  probably  due  to  unusual  at- 
mospheric conditions,  changes  in  the  salinity  of 
the  water,  and  an  unusual  rise  in  the  temperature 
of  the  water  along  the  Northumbrian  coast.  The 
interplay  of  medicine,  public,  health,  and  biology 
has  never  been  better  illustrated.  The  ornitholo- 
gists in  the  Wildlife  Service  noted  a sharp  rise  in 
the  death  of  sea  birds,  with  a seventeen  per  cent 
mortality  in  the  shags  (a  variety  of  cormorant), 
and  an  overall  mortality  of  one  per  cent  for  most 
fish-eating  coast  avians.  In  the  routine  plankton 


surveys  red  discoloration  of  the  silk  seines  used  in 
this  procedure  began  to  appear,  and  prompt  re- 
porting of  the  observed  mussel  poisonings  by  the 
medical  profession  neatly  tied  the  package  together. 
The  Dinojlagcllate  was  identified  as  a Gonyaulax 
tamarensis.  Its  identification  called  for  warnings 
against  any  consumption  of  shellfish.  All  shellfish 
including  clams,  scallops  and  mussels  are  affected 
when  the  plankton  contains  a high  concentration 
of  these  protozoa  although  the  highest  storage  and 
concentration  seems  to  be  in  mussels. 

Although  in  the  English  experience  all  of  the 
shellfish  were  highly  poisonous  in  the  month  of 
May  1968,  by  August,  four  months  later,  they  were 
perfectly  safe  for  human  consumption.  Our  own 
public  health  officials  and  the  United  States  Bu- 
reau of  Fisheries  are  well  aware  of  this  health  haz- 
ard. Plankton  surveys  are  carried  out  routinely 
along  the  Atlantic  and  Pacific  coasts,  and  the  warn- 
ing system  for  the  presence  of  the  “red  tide” 
seems  adequate.  It  would  be  hard  to  find  a better 
example  of  the  importance  of  the  interplay  and 
interrelationships  between  biologists,  public  health 
officials  and  the  medical  profession  than  is  fur- 
nished by  this  story  of  an  unusual  English  experi- 
ence. It  argues  well  for  good  channels  of  commu- 
nication and  interdisciplinary  “intelligence  centers.” 
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REVISED  DIETARY  ALLOWANCES,  1968 

The  Food  Nutrition  Board  of  the  National  Acad-  man  nutrition.  The  important  revised  recommenda- 

emy  of  Sciences  — National  Research  Council,  an  tions  of  1968  just  published  should  be  carefully 

interdisciplinary  board,  is  the  authority  for  de-  noted.  After  much  controversy,  vitamins  E,  B6, 
termining  human  nutritional  requirements.  It  has  B12,  and  folic  acid  have  been  added  to  the  list  of 

served,  especially  during  and  since  World  War  II,  essential  nutrients.  The  well  recognized  require- 

as  a clearing  house  for  matters  pertaining  to  hu-  ments  for  iodine,  magnesium  and  phosphorus  have 
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similarly  led  to  their  inclusion.  The  iron  require- 
ment for  women  through  the  childbearing  years 
has  been  increased  to  18  mg.  per  day.  The  minimal 
requirements  of  protein  have  been  reduced  to  65  g. 
per  day  for  the  average  man,  and  somewhat  less 
for  the  average  woman.  Caloric  requirements  have 
been  lowered  to  2800  and  2000  for  men  and  women 
respectively.  Meeting  the  iron  requirement  will  be 
a little  more  difficult  in  the  face  of  reduced  total 
caloric  intake  and  protein  reduction.  The  Board 
recommended  the  fortification  of  foods  with  iron 
to  offset  this  disparity.  Enriched  breads  and  ce- 
reals are  ideal.  But  until  they  are  readily  avail- 
able a periodic  check  of  the  hemoglobin  and  even 
of  the  serum  iron  stores  of  women  in  the  child- 
bearing age  would  seem  to  be  necessary  if  the  rec- 
ommended daily  allowances  are  strictly  adhered 
to.  This  would  be  particularly  true  for  institutional 
diets.  In  fact,  where  the  social  pressures  are  for 


the  ‘undernourished  look”  in  the  female  contour, 
women  already  have  adopted  a lower  caloric  and 
protein  intake.  The  custom  of  obtaining  frequent 
hemoglobins  in  menstruating  females  has  a sound 
physiological  basis  considering  the  recognized  re- 
quirements of  18  mg.  of  iron  per  day. 

The  dietary  fat,  linoleic  acid,  and  polyunsatu- 
ration problems  have  been  under  discussion  by 
the  Board.  No  recommendations,  however,  have 
been  forthcoming  in  these  matters.  It  is  of  interest 
to  note,  nevertheless,  that  some  of  the  require- 
ments for  fat  soluble  vitamins  are  increased  if  poly- 
unsaturated fats  constitute  the  bulk  of  the  fat 
component.  More  and  more  the  old  adage  that 
"the  blessed  held  the  middle  way”  would  be  a 
rather  safe  one  to  follow  in  matters  of  health  and 
nutrition.  Certainly  the  revised  recommended  di- 
etary allowance  of  1968  are  extremely  reasonable 
and  require  a very  reasonable  intake  of  a good  va- 
riety of  foods  entirely  free  of  fadism. 


THE  DEATH  OF  THE  CPC 


The  clinical-pathological  conference  was  origi- 
nally designed  to  be  a conference  of  coordination. 
Through  the  years  it  has  degenerated  into  a “de- 
tective story”  dealing  essentially  with  the  esotoric 
in  medicine.  The  pathologic  diagnosis  is  often  as 
improbable  from  the  data  as  the  ending  of  a good 
detective  story.  Literary  license  is  no  science. 

Alvan  R.  Feinstein’s  ‘‘Clinical  Judgment”  is  re- 
viewed in  this  issue  of  the  Journal.  He  gives  other 
reasons,  in  addition  to  the  above,  for  the  death  of 
the  CPC.  Chief  among  them  is  the  realization  that 
many  contemporary  diagnoses  are  not  anatomic, 
but  rather  molecular,  and  cannot  be  demonstrated 
by  gross  or  microscopic  anatomical  changes.  Much 
of  the  focus  of  today’s  medicine  is  on  the  strategy 
of  the  diagnostic  workup  and  therapy.  The  impor- 
tance of  anatomic  conclusions  based  on  diagnostic 
reasoning  is  but  a small  part  of  today’s  medical 
story. 

Feinstein  does,  however,  acknowledge  that  the 
CPC  continues  to  attract  especially  the  minds  of 
young  medical  students.  As  is  clear  from  the  book 
and  the  review,  Feinstein  argues  for  the  applica- 
tion of  logic,  more  rigorous  definitions  and  criteria, 
and  reliability  in  observation.  Nowhere  is  the  need 
for  the  appreciation  of  the  psychological  transac- 
tion in  medicine  more  needed  than  in  the  prepara- 
tion of  the  protocol  for  a CPC.  It  is  perverted  in 
mind  and  intent  to  present  for  discussion  data 
which  could  not  logically  and  probably  lead  to  the 
correct  anatomic  diagnosis.  Where  the  history  in 


the  protocol  is  that  given  by  the  patient,  but  is 
factually  inaccurate,  or  where  the  physical  exami- 
nation is  accurate  as  transcribed  from  the  record, 
but  obviously  inaccurate  as  regard  the  facts,  the 
case  should  not  be  considered.  The  protocol  should 
always  permit  the  correct  diagnosis,  provided  that 
the  facts  are  properly  interpreted  and  integrated. 
An  error  in  conclusion  should  not  be  permitted  be- 
cause of  inaccuracies  in  the  premise.  In  a clinical- 
pathological  conference,  these  premises  are  the  his- 
tory, physical  examination,  or  laboratory  findings. 
With  these  corrections,  the  classical  exercise  of  the 
CPC  so  eagerly  enjoyed  by  the  young  medical  stu- 
dent may  rightfully  regain  its  traditional  place. 
There  is  also  room  for  the  development  of  the  non- 
morbid  anatomical  clinical-pathological  conference 
involving  the  functional  diseases.  Feinstein,  by  ap- 
plying his  rigorous  logic  to  the  practice  of  medicine, 
has  also  in  a friendly,  compassionate  way  done  well 
to  focus  attention  on  this  bad  educational  device. 
He  concludes  by  stating  that  it  is  “intellectually 
deleterious”  to  continue  the  contemporary  CPC 
which  converts  into  a competition  to  become  the 
arbiter  of  truth.  Perhaps  the  “reverse  CPC,”  where 
the  autopsy  findings  are  presented  as  premise,  and 
a reconstruction  of  the  clinical  findings  is  made  by 
the  pathologist,  may  be  as  informative  as  the  usual 
sequence.  It  would  be  a change.  The  death  of  the 
CPC  may  be  prevented.  The  therapy  here  sug- 
gested, motivated  by  Feinstein’s  “Clinical  Judg- 
ment,” may  help. 


See  Book  Review  on  Next  Page 
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Book  Review 


CLI.X ICAL  JUDGMENT  by  Alvan  R.  Feinstein. 

the  Williams  & Wilkins  Company,  Baltimore, 

1967.  $9.50 

If  ihe  title  of  this  unusual  book  is  enigmatic,  it 
is  unavoidable.  This  is  a diary  and  journal  of  a 
medical  intellectual's  search  for  truth.  It  is  an  in- 
trospective study  of  the  highest  caliber,  using 
mathematics  and  symbolic  logic,  into  the  intellec- 
tual process  known  as  the  practice  of  medicine  — 
that  is,  the  logical  analysis  of  a patient  stimulus 
cerebral  integration,  and  output  in  the  form  of 
therapy.  All  the  factors  in  this  exercise  of  logic, 
including  methodology,  statistics,  and  philosophy, 
are  considered  and  reflected  upon  by  the  author. 

It  is  a very  unbalanced  book.  At  the  onset  Fein- 
siein  in  his  Prologue  tells  you  that  that  is  the  way 
it  will  be.  That  is  the  way  it  is.  He  quotes  Meda- 
war  as  saying  that  "scientific  writing  is  often  in- 
tellectually ‘fraudulent.'  because  the  careful  or- 
ganization given  to  the  published  material  does  not 
reflect  the  way  things  happened."'  Although  the 
book  has  form  and  format,  there  is  a continual 
interplay  between  philosophical  reflection,  exposi- 
tion of  basic  mathematical  and  logical  facts,  and 
in  places,  didactic  teaching  of  methodology.  He  has 
written  the  book  by  gathering  together  and  organ- 
izing material  about  which  he  has  thought  deeply 
and  clearly.  There  is  no  other  book  quite  like  it  in 
medical  literature. 

For  whom  then,  is  such  a book  as  this  written? 
To  whom  may  it  be  recommended?  Does  it  have  a 
purpose?  The  answers  are  you.  and  yes.  Any  per- 
son with  a modicum  of  intellectual  curiosity  has 
wondered  about  the  unique  psychological  phenom- 
enon called  the  ‘‘practice  of  medicine."  Inevitably, 
with  the  first  serious  step  in  analyzing  the  practice 
of  medicine,  one  must  step  into  the  field  of  pure 
and  symbolic  logic.  If  there  is  to  be  any  meaning 
at  all  to  an  analysis  of  the  transaction  between  a 
"sick  patient”  and  a ‘‘healer,’’  there  must  be  an 
attempt  at  the  definition  of  terms  and  an  analysis 
of  the  entire  transaction  in  terms  of  mathematical 
logic.  Feinstein  throughout  the  book  intersperses  his 
philosophical  reflections  with  solid  and  sound  teach- 
ing of  the  insights  which  are  necessary  to  appre- 
ciate the  limitations  and  the  refinements  in  the 
analysis  of  our  process  and  to  make  it  an  effective 
one. 

The  book  is  divided  into  five  parts,  with  much 
overlapping  and  repetition  of  basic  concepts.  The 
first  is  a clear  statement  of  the  clinician's  chal- 
lenge and  problems  in  equating  and  transferring 
the  established  precepts  of  basic  and  experimental 
science  to  the  practical  problems  of  everyday  prac- 


tice. He  shows  that  there  is  a challenge,  that 
there  is  a possibility  on  the  purely  technical  side 
of  things  to  improve  methods  by  measurement,  by 
agreement  on  criteria,  and  by  consciously  and  pur- 
posely doing  it.  We  are  given  an  historical  develop- 
ment of  the  basis  of  our  system  of  defining  dis- 
ease, from  the  Hippocratic  beginnings  of  diseases 
as  symptoms  and  signs  to  our  present  model,  which 
is  essentially  based  upon  anatomic  change  called 
pathology.  Yet  we  are  faced  in  our  present  era 
with  diseases  of  function.  These  new  problems,  and 
some  attempts  at  clarification  as  far  as  it  is  pos- 
sible at  the  present  time,  are  expounded. 

Part  II,  titled  ‘Principles  of  Clinical  Taxonomy,” 
is  devoted  in  large  part  to  the  use  and  the  exposi- 
tion of  symbolic  logic.  The  tremendous  advan- 
tages of  the  Venn  diagrams  and  Boolean  algebra 
are  appreciated  by  many  who  have  thought  serious- 
ly about  the  problems  of  the  logical  processes  in 
medicine.  It  is  a good  exposition,  and  this  section 
alone  is  worth  the  perusal  by  any  serious  student 
of  medicine  and  the  scientific  process.  The  hue  and 
cry  throughout  this  particular  section  is  for  more 
rigid  definitions;  appreciation  of  “overlapping," 
known  in  logic  as  the  intersection  of  two  sets,  and 
more  precise  definition  and  clarification  of  disease 
when  this  approach  is  utilized.  Mere  familiarity 
with  Venn  diagrams  and  the  most  elementary  con- 
cepts in  symbolic  logic  sharpen  the  reasoning  pro- 
cesses of  any  person,  and  frequently  will  bring 
clarity  where  confusion  and  chaos  exist. 

In  Part  III  Feinstein  deplores  the  present  state 
of  the  profession's  thinking,  collectively  and  indi- 
vidually, in  matters  of  treatment.  He  shows  us 
where  we  have  frequently  failed  to  use  the  most 
elementary  logical  processes  in  analyzing  individual 
therapy  in  an  individual  patient.  After  having  well 
established  his  premise,  he  states  that  we  singly 
and  collectively  think  confusedly  in  matters  of 
therapy,  and  as  a result  probably  are  doing  a bod 
job.  By  the  most  convincing  of  arguments  because 
of  their  simple  and  elementary  truth,  he  shows  us 
the  way  to  improvement.  Throughout  is  a thread 
that  the  confrontation  of  patient  and  doctor  may 
always  be  viewed  as  a single  experiment  in  science, 
once  we  have  defined  the  problem,  clarified  it  in 
logical  language,  measured  it  rigidly,  allowed  for 
our  errors  of  measurement,  and  then  attempted  to 
alter  an  event  and  determine  an  outcome  by  chang- 
ing one  variable,  therapy.  He  calls  for  verbal  and 
dimensional  precision  and  the  establishment  of  cri- 
teria according  to  types.  His  discussion  of  the  lim- 
itations of  medical  records,  both  prospective  and 
(Continued  on  Page  165) 
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Let’s  be  specific  about  Campbell’s  Soups... 


and  Aeducmct 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.J.  08101 


No  two  women  are 

quite  alike... 


and  no  other  oral 
contraceptive  is  quite 

like  Ovulen  -21 

Each  tablet  contains  ethynodiol  diacetate  1 mg.,  mestranol  0.1  mg. 

The  progestin  is  distinctive,  and  for  some  women  this  may  mean  a 
different  clinical  response.  The  Compack®  tablet  dispenser 
is  distinctive;  its  functional  simplicity  makes  it  virtually 
patient-proof.  The  acceptance  of  Ovulen-2 1 is  distinctive. . . 
together  with  Ovulen®,  it  is  more  often  prescribed  than  any  other 
individual  contraceptive  product  currently  available. 


Indication— Oral  contraception. 

Contraindications— Thrombophlebitis,  thromboembolic  disorders, 
cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly 
impaired  liver  function,  known  or  suspected  carcinoma  of  the  breast, 
known  or  suspected  estrogen-dependent  neoplasia,  undiagnosed  ab- 
normal genital  bleeding. 

Warnings— Watch  for  the  earliest  manifestations  of  thrombotic  dis- 
orders (thrombophlebitis,  cerebrovascular  disorders,  pulmonary  em- 
bolism, retinal  thrombosis)  ; if  present  or  suspected  discontinue  the 
drug  immediately. 

British  studies  reported  in  April  19681’2  estimate  there  is  a seven- 
to  tenfold  increase  in  mortality  and  morbidity  due  to  thromboembolic 
diseases  in  women  taking  oral  contraceptives.  In  these  controlled 
retrospective  studies,  involving  36  reported  deaths  and  58  hospitali- 
zations due  to  "idiopathic”  thromboembolism,  statistical  evaluation 
indicated  that  the  differences  observed  between  users  and  non-users 
were  highly  significant.  The  conclusions  reached  in  the  studies  are 
summarized  in  the  table  below: 


Comparison  of  Mortality  and  Hospitalization  Rates  Due  to  Thromboem- 
bolic Disease  in  Users  and  Non-Users  of  Oral  Contraceptives  in  Britain. 


Category 

Mortality  Rates 

Hospitalization 

Rates 

(Morbidity) 

Age  20-34 

Age  35-44 

Age  20-44 

Users  of  Oral 
Contraceptives 

1.5/100,000 

3.9/100,000 

47/100,000 

Non-Users 

0.2/100,000 

0.5/100,000 

5/100,000 

No  comparable  studies  are  yet  available  in  the  United  States.  The 
British  data,  especially  as  they  indicate  the  magnitude  of  the  in- 
creased risk  to  the  individual  patient,  cannot  be  applied  directly  to 
women  in  other  countries  in  which  the  incidences  of  spontaneously 
occurring  thromboembolic  disease  may  differ. 

Discontinue  medication  pending  examination  if  there  is  sudden 
partial  or  complete  loss  of  vision,  or  sudden  onset  of  proptosis, 
diplopia  or  migraine.  Withdraw  medication  if  papilledema  or  retinal 
vascular  lesions  are  found. 

Since  the  safety  of  Ovulen  in  pregnancy  has  not  been  demon- 
strated, it  is  recommended  that  pregnancy  be  ruled  out  for  any 
patient  who  has  missed  two  consecutive  periods  before  continuing 
the  contraceptive  regimen.  If  the  patient  has  not  adhered  to  the  pre- 
scribed schedule  the  possibility  of  pregnancy  should  be  considered 
at  the  first  missed  period. 

A small  fraction  of  the  hormone  agents  in  oral  contraceptives  has 
been  identified  in  the  milk  of  mothers  receiving  these  drugs.  The 
long-range  effect  to  the  nursing  infant  cannot  be  determined  at  this 
time. 

Precautions— Pretreatment  physical  examination  should  include 
special  reference  to  the  breasts  and  pelvic  organs,  and  a Papanicolaou 
smear. 

Endocrine  and  possibly  liver  function  tests  may  be  affected  by 
Ovulen.  Therefore,  it  is  recommended  that  such  tests  if  abnormal 
be  repeated  after  the  drug  has  been  withdrawn  for  two  months. 

Pre-existing  uterine  fibromyomas  may  increase  in  size  under  the 
influence  of  progestogen-estrogen  preparations. 

Because  these  agents  may  cause  some  degree  of  fluid  retention, 
conditions  which  might  be  influenced  by  this  factor,  such  as  epilepsy, 


migraine,  asthma,  cardiac  or  renal  dysfunction,  require  careful 
observation. 

In  breakthrough  bleeding,  and  all  irregular  vaginal  bleeding,  con- 
sider nonfunctional  causes.  Adequate  diagnostic  measures  are  indi- 
cated in  undiagnosed  vaginal  bleeding. 

Carefully  observe  patients  with  a history  of  psychic  depression 
and  discontinue  the  drug  if  severe  depression  recurs. 

Any  possible  influence  of  prolonged  Ovulen  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function  awaits  further  study. 

A decrease  in  glucose  tolerance  has  occurred  in  a significant  per- 
centage of  patients  on  oral  contraceptives.  The  mechanism  of  this 
decrease  is  obscure.  For  this  reason,  diabetic  patients  should  be  ob- 
served carefully  while  receiving  Ovulen. 

Because  of  the  effects  of  estrogens  on  epiphyseal  closure  Ovulen 
should  be  used  judiciously  in  young  patients  in  whom  bone  growth 
is  not  complete. 

The  age  of  the  patient  constitutes  no  absolute  limiting  factor, 
although  Ovulen  therapy  may  mask  the  onset  of  the  climacteric. 

The  pathologist  should  be  informed  of  Ovulen  therapy  when 
relevant  specimens  are  submitted. 

Adverse  Reactions— A statistically  significant  association  has  been 
shown  between  use  of  oral  contraceptives  and  the  following  serious 
adverse  reactions:  thrombophlebitis,  pulmonary  embolism. 

Although  available  evidence  is  suggestive  of  an  association,  such 
a relationship  has  been  neither  confirmed  nor  refuted  for  the  follow- 
ing serious  adverse  reactions:  cerebrovascular  accidents,  neuro-ocular 
lesions,  e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients 
receiving  oral  contraceptives:  nausea,  vomiting,  gastrointestinal 
symptoms  (such  as  abdominal  cramps  and  bloating),  breakthrough 
bleeding,  spotting,  change  in  menstrual  flow,  amenorrhea  during 
and  after  treatment,  edema,  chloasma  or  melasma,  breast  changes 
(tenderness,  enlargement,  secretion),  change  in  weight,  changes  in 
cervical  erosion  and  cervical  secretions,  suppression  of  lactation 
when  given  immediately  post  partum,  cholestatic  jaundice,  migraine, 
allergic  rash,  rise  in  blood  pressure  in  susceptible  individuals,  men- 
tal depression. 

Although  the  following  adverse  reactions  have  been  reported  in 
users  of  oral  contraceptives,  an  association  has  been  neither  con- 
firmed nor  refuted:  anovulation  post  treatment,  premenstrual-like 
syndrome,  changes  in  libido,  changes  in  appetite,  cystitis-like  syn- 
drome, headache,  nervousness,  dizziness,  fatigue,  backache,  hirsutism, 
loss  of  scalp  hair,  erythema  multiforme  and  nodosum,  hemorrhagic 
eruption,  itching. 

The  following  laboratory  results  may  be  altered  by  oral  contra- 
ceptives: hepatic  function:  increased  sulfobromophthalein  and  other 
tests;  coagulation  tests:  increase  in  prothrombin,  Factors  VII,  VIII, 
IX  and  X;  thyroid  function:  increase  in  PBI  and  butanol  extractable 
protein  bound  iodine,  and  decrease  in  T2  uptake  values;  metyrapone 
test;  pregnanediol  determination. 

References:  1.  Inman,  W.  H.  W.,  and  Vessey,  M.  P..  Brit.  Med. 
J.  2:193-199  (April  27)  1968.  2.  Vessey,  M.  P.,  and  Doll,  R.:  Brit. 
Med.  J.  2:199-205  (April  27)  1968. 
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retrospective,  are  well  worth  reading  for  unwritten 
truths. 

Feinstein  is  Associate  Professo-  of  Medicine  and 
Epidemiology  at  Yale  University.  He  has  dealt 
with  many  patients  and  with  many  medical  stu- 
dents and  residents.  His  remarks  are  appreciated 
by  a clinician  because  first  and  foremost  he  is  a 
practicing  physician  who  understands  our  prob- 
lems because  they  are  his  problems.  His  essays  in 
Part  IV,  especially  as  they  relate  to  the  ‘‘art”  of 
medicine,  have  seldom  been  better  expressed.  He 
says  that  the  easiest  way  of  explaining  what  the 
“art’’  of  medicine  is,  in  contrast  to  the  science  of 
medicine,  is  to  realize  the  old  aphorism  that  “the 
whole  is  more  than  the  individual  part.”  The  whole 
is  the  art  of  medicine,  and  the  parts  are  the  sci- 
entific techniques  which  it  employs.  The  art  of  the 
clinician  is  how  he  uses  his  techniques  of  practice 
in  history  taking,  physical  examination,  laboratory 
studies,  and  choice  of  therapies  — very  similar  to 
the  architect  or  the  painter  who  must  have  mas- 
tered the  techniques  which  are  essentially  scien- 
tific, but  whose  completed  psychological  transac- 
tion will  have  the  individual  stamp  of  genius  or 
charlatan,  as  the  artist  uses  them.  Again,  being 
specific,  he  argues  for  due  respect  and  concern  for 
the  clinical  approach.  He  deplores  the  conference- 
room,  autopsy-type  rounds  which  fail  to  include  a 
visit  to  the  bedside.  Without  nostalgia  or  emotional 
approach  he  convinces  one  by  the  clarity  of  his 
argument  that  the  teacher,  especially  in  history 
taking,  should  demonstrate  to  his  students  the 
unique  role  that  an  accurate  precise  history  has  in 
the  practice  of  medicine.  In  no  other  way  can 
young  physicians  be  taught  than  by  checking  on 
their  errors  of  physical  diagnosis.  Everywhere  Fein- 
ste’n  wipes  away  those  parts  of  a physical  exam- 
ination which  are  redundant  and  which  can  be 
replaced  more  accurately  by  better  techniques. 
Again,  examination  of  the  chest  is  the  prime  exam- 
ple, where  heart  size,  tumors,  and  other  gross 
changes  in  anatomy  are  more  readily  appreciated 
by  x-ray.  Rales,  wheezes,  and  the  mechanics  of 
breathing  are  not  seen  by  x-ray.  He  has  much  of 
pertinence  to  say  on  the  logic  of  the  consultation, 
where  the  role  of  prejudicial  judgment  must  be 
minimized,  but  on  a practical  basis.  Nowhere  does 
Feinstein  argue  against  the  principal  of  least  effort. 
He  argues  for  effective  effort  everywhere. 

Feinstein  concludes  his  remarkably  acute  and 
discerning  observations  of  a true  clinician  and 
teacher  with  a review  of  the  advancing  techniques 
available  in  the  practice  of  medicine.  He  places  the 
computer  where  is  properly  should  be,  as  one  of 
the  greatest  adjuncts  we  have,  as  a tool  in  clinical 
medicine.  Similarly  he  reviews  other  technological 


advances.  With  the  true  perspective  of  a philoso- 
pher he  easily  convinces  us  with  rational  argu- 
ments that  historically  and  projectionally  the  con- 
frontation between  the  sick  person  and  a healer 
will  always  be  a transaction  fundamentally  between 
two  human  beings;  all  technology  will  be  adjunc- 
tive to  this  confrontation. 

A saner,  more  logical,  more  stimulating  collec- 
tion of  essays  on  "The  Fractice  of  Medicine”  will 
be  hard  to  find.  It  was  simply  stated  at  the  be- 
ginning of  this  review  that  it  is  a unique  book.  By 
now  you  must  agree.  The  reasons  are  inexplicable, 
but  after  having  read  it,  your  mind  will  be  clearer, 
your  pride  in  the  profession  greater,  and  your  re- 
dedication to  your  art  inevitable. 

Robert  V.  Lewis,  m.d. 
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HOUSE  OF  DELEGATES 
of  the 

RHODE  ISLAND  MEDICAL  SOCIETY 


Report  of  Meeting  Held  on  January 

22 , 1969 

A meeting  of  the  House  of  Delegates  of  the 
Rhode  Island  Medical  Society  was  held  at  the  R.I. 
Medical  Society  Library  in  Providence  on  Wednes- 
day. January  22,  1969.  The  meeting  was  called  to 
order  by  the  Vice  Speaker  of  the  House.  Dr.  Free- 
man B.  Agnelli,  at  3:05  p.m. 

The  following  members  of  the  House  were  in  at- 
tendance: Drs.  Daniel  J.  Dorman,  Francis  D. 
Lamb.  John  M.  Yesey,  Joseph  E.  Wittig,  Charles 
S.  Dotterer,  Edmund  Billings,  Alton  M.  Pauli,  F. 
Bruno  Agnelli,  James  A.  McGrath,  Joseph  L.  Ruisi, 
Leonard  S.  Staudinger  John  J.  Cunningham.  Stan- 
ley D.  Simon.  Peter  C.  Erinakes,  Stephen  J.  Hove, 
John  A.  Dillon.  Joseph  E.  Cannon,  Stanley  D.  Da- 
vies, John  T.  Barrett.  J.  Robert  Bowen,  Bertram 
H.  Buxton.  Jr.,  Joseph  E.  Caruolo,  Xathan  Chaset, 
Herbert  Ebner.  Henry  B.  Fletcher,  Frank  D.  Fra- 
tantuono.  Alvin  G.  Gendreau.  John  P.  Grady,  Her- 
bert F.  Hager,  Thomas  F.  Head,  Joseph  J.  Lam- 
biase,  Robert  Y.  Lewis,  Thomas  R.  Littleton,  Yin- 
cent  I.  MacAndrew,  William  J.  MacDonald,  Peter 
L.  Mathieu,  Jr.,  William  A.  McDonnell,  Frank 
Merlino,  Gustavo  A.  Motta.  Raul  Xodarse,  Edwin 

B.  O’Reilly,  Richard  P.  Sexton,  John  Turner,  II, 
Henry  M.  Tyszkowski,  Banice  M.  Webber,  Elihu 
S.  Wing,  Jr..  Edmund  T.  Hackman,  Seebert  J. 
Goldowsky,  and  Arnold  Porter. 

Also  present  were:  Dr.  Francis  B.  Sargent, 

Chairman  of  the  Mediation  Committee.  Dr.  Wil- 
son Utter,  Chairman  of  the  Child-School  Health 
Committee,  Messrs.  Charles  P.  Williamson  and 
Paul  Choquette,  Legal  Counsels,  and  John  E.  Far- 
rell. Executive  Secretary. 

M embers  absent  were:  Drs.  Orland  F.  Smith, 
Speaker  of  the  House,  Edward  Asprinio,  Robert 

C.  Hayes.  Earl  J.  Mara,  David  Hallman,  Francis 
L.  Scarpaci,  F.  Edward  Yazbak.  Martin  E.  Felder, 
Warren  W.  Francis,  Irving  T.  Gilson,  Milton  W. 
Hamolsky,  James  B.  Moran,  Ralph  F.  Pike,  Carl 
S.  Sawyer,  and  William  R.  Thompson. 

Minutes  of  Previous  Meeting 
The  Yice  Speaker  noted  that  the  minutes  of  the 
September  meeting  of  the  House  had  been  pub- 
lished and  distributed  to  the  members. 

Action : A motion  was  made,  seconded  and  voted 
that  the  report  of  the  September  25,  1968,  meet- 
ing of  the  House,  as  submitted,  be  approved 
and  placed  on  record. 


Report  of  the  Secretary 
Dr.  Stephen  J.  Hove,  Secretary  noted  that  his 
report  of  actions  taken  by  the  Council  was  in- 
cluded in  the  handbook  for  the  meeting. 

Discussion  wras  held  on  item  16  relating  to  the 
ruling  of  the  Providence  Fire  Department  that  the 
rescue  units  of  the  Department  shall  take  injured 
or  ill  persons  to  the  nearest  hospital  and  not  to 
the  hospital  with  which  their  personal  physician 
is  affiliated. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  House  record  its  objection  to  the  action 
of  the  Providence  Fire  Department  in  ruling 
that  its  Rescue  Units  shall  take  an  injured  or 
ill  person  to  the  nearest  hospital  from  the  site 
of  the  call,  rather  than  to  the  hospital  where  the 
person's  personal  physician  is  affiliated  and 
further,  that  the  House  urges  that  the  Depart- 
ment's ruling  be  changed  in  the  interest  of  the 
continuity  of  medical  care  of  the  person  affected: 
and  further,  that  notice  of  the  Society’s  action 
be  reported  to  the  Chief  of  the  Providence  Fire 
Department,  to  the  Mayor  of  Providence,  the 
President  of  the  Providence  City  Council,  the 
Chairman  of  the  Citizens'  Advisory  Committee 
on  Emergency  Medical  Services,  and  the  Secre- 
tary of  the  Providence  Medical  Association. 

* * * 

Action : A motion  was  made,  seconded  and  voted 
that  the  report  of  the  Secretary  be  approved 
and  placed  on  record. 

Report  of  the  Treasurer 
Dr.  John  A.  Dillon,  Treasurer,  reviewed  his  re- 
port on  the  finances  of  the  Society  for  the  year 
1968,  as  submitted  to  the  members  in  detail  in 
the  handbook  for  the  meeting. 

Action : A motion  was  made,  seconded  and  voted 
that  the  report  of  the  Treasurer,  as  submitted, 
be  approved  and  placed  on  file. 

Report  on  Benevolence  Fund 
The  Yice  Speaker  noted  that  the  financial  report 
for  1968  of  the  Benevolence  Fund  was  included  in 
the  handbook  for  the  meeting. 

Action : A motion  was  made,  seconded  and  voted 
that  the  report  of  the  Trustees  of  the  Benevo- 
lence Fund,  as  submitted,  be  approved  and 
placed  on  record. 

Recommendations  from  the  Council 
The  Yice  Speaker  noted  that  four  recommenda- 
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tions  had  been  submitted  from  the  Council  as 
noted  in  the  handbook  of  the  meeting.  Action  was 
taken  as  follows: 

1.  Medical  Society  Review  Committees 
Action-.  A motion  was  made,  seconded  and  voted 
that  the  House  approve  of  the  recommendation 
that  the  district  medical  societies  establish  local 
committees  to  review  utilization  and  claims 
problems,  as  proposed  by  the  Council. 

2.  Nominees  for  Blue  Cross  Board 

Action : A motion  was  made,  seconded  and  voted 
that  Drs.  Arnold  Porter  and  Earl  J.  Mara  be 
the  Society’s  nominees  to  serve  on  the  board  of 
directors  of  Blue  Cross  during  1969. 

3.  Directors  of  Physicians  Service 

Action : A motion  was  made,  seconded  and  voted 
that  Dr.  William  A.  McDonnell  be  nominated 
for  the  board  of  directors  of  Physicians  Service 
in  addition  to  the  four  nominees  proposed  by 
the  Council. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  list  of  nominees  for  the  board  of  di- 
rectors of  Physicians  Service  be  closed. 

* * * 

On  a written  ballot  the  following  were  elected 
for  3-year  terms  each  on  the  board  of  directors  of 
Physicians  Service: 

Edmund  T.  Hackman,  M.D. 

Frederick  A.  Peirce,  M.D. 

Arnold  Porter,  M.D. 

Stanley  D.  Simon,  M.D. 

4.  Public  Education  Program 

The  report  of  the  Committee  on  Public  Policy 
and  Relations,  as  submitted  in  the  handbook,  was 
discussed  at  length. 

Action:  A motion  was  made,  and  seconded,  that 
the  House  favor  the  implementation  of  a public 
education  program  by  the  Committee  on  Public 
Policy  and  Relations  along  lines  submitted  in 
the  Committee  report,  and  that  at  the  present 
time  a limit  on  the  expenditure  for  any  such 
program  be  set  at  $25,000. 

Action : An  amendment  to  the  motion  was  made, 
seconded  and  voted  that  the  cash  reserves  of 
the  operating  fund  of  the  year  1968  be  utilized 
for  the  public  education  program  and  any  addi- 
tional funds  necessary  up  to  the  maximum  sug- 
gested be  secured  by  assessment  on  the  members 
of  the  Association. 

* * * 

Action:  The  original  motion  as  amended  was 
voted. 

=(:  * * 

Dr.  Banice  Webber  suggested  that  the  Council 
consider  the  advisability  of  retaining  a public  re- 
lations firm  on  an  annual  retainer  basis  for  a con- 
tinuous program,  and  that  the  expense  be  made  a 
budgetary  item. 


Professional  Advisory  Committee  Members 
The  Vice  Speaker  called  for  nominees  to  serve 
as  the  Society’s  three  representativs  on  the  Profes- 
sional Advisory  Committee  of  Physicians  Service. 
The  following  were  placed  in  nomination: 

J.  Robert  Bowen,  M.D. 

John  F.  W.  Gilman,  M.D. 

Earl  J.  Mara,  M.D. 

John  Yesey,  M.D. 

A motion  was  made,  seconded  and  voted  that 
nominations  be  closed. 

On  a written  ballot  the  following  were  elected: 
J.  Robert  Bowen,  M.D. 

John  F.  W.  Gilman,  M.D. 

John  Vesey,  M.D. 

The  Issue  of  Osteopathy 
The  Vice  Speaker  noted  that  the  handbook  for 
the  meeting  included  memoranda  on  the  osteo- 
pathic issue  of  hospital  staff  membership  and  local 
medical  society  membership.  Also  included  in  the 
file  was  the  report  of  the  actions  taken  by  the 
American  Medical  Association  at  its  meeting  in 
Miami  in  December,  1968. 

The  subject  was  discussed  at  length  by  members 
of  the  House,  and  the  Vice  Speaker  noted  that 
the  Council  had  already  authorized  the  appoint- 
ment of  a committee  to  study  and  report  on  the 
issue  as  soon  as  possible.  (Item  12  of  the  Secre- 
tary's report) 

Action:  A motion  was  made,  seconded  and  voted 
to  table  the  issue  until  the  committee  author- 
ized by  the  Council  submits  its  report. 

Report  of  Committee  on  Mental  Health 

The  report  of  the  Committee  on  Mental  Health, 
and  particularly  the  draft  of  proposed  legislation 
for  a division  of  mental  health  within  the  state 
health  department,  was  discussed  at  length.  Doc- 
tor Joseph  Cannon,  State  Director  of  Health,  stated 
he  could  not  comment  on  the  merit  of  changing 
the  division  from  one  state  agency  to  another,  but 
he  urged  that  the  Committee  discuss  the  program 
with  the  State  Legislative  Committee  which  is 
studying  the  matter. 

Doctor  Cannon  expressed  concern  with  the  pro- 
posal that  a division  be  placed  within  the  depart- 
ment of  health  which  would  have  a director  not 
under  the  jurisdiction  of  the  state  director  of 
health.  Mr.  Paul  Choquette,  legal  counsel  to  the 
Committee  discussed  the  proposed  statute  which 
had  been  drafted  as  requested  by  the  Committee. 
Action:  A motion  was  made,  seconded  and  voted 
that  the  report  of  the  Committee  on  Mental 
Health  be  received  and  placed  on  file,  and  that 
the  proposal  for  a division  of  mental  health  and 
the  legislation  therefor  be  referred  back  to  the 
Committee  for  further  review  with  legal  counsel, 
(Continued  on  next  page) 
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the  director  of  health,  and  the  state  legislative 
council  on  mental  health. 

Child-School  Health  Committee  Report 
The  Vice  Speaker  noted  that  the  Child-School 
Health  Committee  had  submitted  a report  on 
school  health  education  in  Rhode  Island  which  was 
included  in  the  handbook  of  the  meeting. 

Action : A motion  was  made,  seconded  and  voted 
that  the  report  as  submitted  be  approved. 

Highway  Safety  Committee 
Dr.  Joseph  E.  Caruolo,  Chairman  of  the  High- 
was  Safety  Committee,  gave  an  oral  report,  stating 
that  the  Committee  will  introduce  legislation  for 
the  Society  for  a reduction  of  the  alcohol  blood 
level  figure  from  0.1  to  0.08  in  the  chemical 
test  law  for  motorists,  and  that  it  would  also  seek 
to  stimulate  interest  by  the  schools  of  the  state  in 
an  educational  program  on  alcoholism  when  related 
to  the  driving  of  motor  vehicle. 

Mediation  Committee 

Dr.  Francis  B.  Sargent  reported  orally  for  the 
Mediation  Committee,  noting  that  it  had  held 
seven  meetings  in  the  past  six  months  at  which  it 
had  reviewed  twelve  alleged  malpractice  actions 
and  thirty-four  grievances.  He  stated  that  many 
nuisance  claims  are  instituted  that  should  be  con- 
tested by  the  physician  involved.  He  also  com- 
mented on  the  increase  in  the  premium  rates  for 
professional  liability  insurance  throughout  the 
country. 

Medico-Legal  Committee 

Dr.  Xathan  Chaset  gave  an  oral  report  for  the 
Medico-Legal  Committee.  He  reported  on  meetings 
with  the  Committee  of  the  R.I.  Bar  Association, 
and  of  plans  for  resolving  problems  of  mutual  in- 
terest to  both  professions. 

Report  of  Delegate  to  the  AMA 
The  Vice  Speaker  noted  that  the  report  of  the 
delegate  to  the  House  of  Delegates  of  th  American 
Medical  Association  was  included  in  the  handbook 
for  the  information  of  the  members. 

Perinatal  and  Maternal  Mortality 
Dr.  Stanley  D.  Davies  reported  that  the  joint 
report  of  the  Committees  on  Perinatal  and  Mater- 
nal Mortality  was  not  ready  for  submission  to  the 
House  at  this  meeting. 

Other  Committee  Reports 
The  Vice  Speaker  noted  that  the  handbook  in- 
cluded reports  from  the  Committees  on  Alcoholism. 
Disaster.  Industrial  Health.  Medical  Aspects  of 
Sports,  Physicians  and  Carriers  Workmen's  Com- 
pensation. Physicians  Service.  Pollution.  Scientific 
Work,  and  Social  Welfare  which  did  not  include 
any  recommendations  for  action  by  the  House. 
Action : A motion  was  made,  seconded  and  voted 
that  the  informative  reports  of  the  Committees 


noted  by  the  Vice  Speaker  be  received  and  placed 
on  record. 

Adjournment 

The  House  adjourned  at  5:45  p.m. 

Stephen  J.  Hoye,  m.d. 
Secretary 

REPORT  OF  THE  SECRETARY 

Since  the  September  meeting  of  the  House  of 
Delegates  the  Council  has  taken  the  following  ac- 
tion: 

1 ) It  approved  of  the  President's  appointments 
of  delegates  to  the  various  state  medical  society 
meetings  in  New  England  in  1969. 

2 ) It  granted  approval  for  the  Gloria  Dei  Lu- 
theran Church  on  Hayes  Street  to  erect  a sign 
(20  x 30  inches)  in  the  Medical  Library  yard  at 
the  corner  of  Hayes  and  Francis  Street  to  direct 
visitors  to  the  church. 

3)  It  approved  of  a donation  of  $400  for  the 
Health  Planning  Council.  Inc.  for  the  period  Jan- 
uary 1,  1969,  to  June  30,  1970. 

4)  It  approved  appointments  to  the  AMA  Con- 
gress on  Medical  Education,  a Regional  Workshop 
on  Medicine  and  Religion,  to  the  AMA  and  Amer- 
ican Bar  Association  Medico-Legal  Symposium,  to 
the  Conference  of  State  Mental  Health  Represen- 
tatives, to  the  Congress  on  Occupational  Health, 
and  to  the  12th  Xational  Conference  on  Physicians 
and  Schools. 

$)  It  authorized  the  solicitation  from  public 
relations  agencies  of  estimates  for  a public  infor- 
mation and  education  program,  as  suggested  by 
the  House. 

6)  It  authorized  the  Treasurer  to  sell  and  pur- 
chase stocks  in  the  name  of  the  Society  as  recom- 
mended by  the  Trust  Department  of  the  Indus- 
trial National  Bank,  agent  for  the  Society,  rela- 
tive to  its  investment  account. 

It  also  authorized  the  Treasurer  to  act  for 
the  Society  in  transferring  all  stock  held  in  the 
agency  account  into  the  name  of  Rowe  & Com- 
pany, which  is  the  bank's  nominee. 

7)  It  approved  the  recommendations  as  set  forth 
by  the  Task  Force  to  the  Surgeon  General  of  the 
United  States  relative  to  the  health  hazards  of 
cigarettes. 

8)  It  received  and  considered  special  reports 
from  the  Councillors  from  Providence  and  from 
Woonsocket. 

9)  It  approved  of  a proposal  by  Dr.  Orland  F. 
Smith  regarding  a Physicians  Service  review. 

10)  It  approved  of  the  appointment  of  Dr.  Ed- 
win C.  Lovering  of  Pawtucket  to  be  the  Society's 
board  representative  for  the  New  England  Post- 
graduate Institute,  and  the  appointment  of  Drs. 

(Continued  on  Page  172) 
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; Ambar  Extentab  before  breakfast  can 
> control  most  patients’  appetite  for  up 
2 hours.  Methamphetamine,  the  appe- 
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a available:  Ambar  #1  Extentabs®— methamphetamine 
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methamphetamine  HC1  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


BRIEF  SUMMARY/Indications:  Ambar 
® suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
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iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  h.  robins  company,  >9.LCr)nRINC 
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AN  IMPORTANT  MESSAGE  ON  SPUTUM  CYTOLOGY 

Sputum  Cytology —practical  and  economical  as  a routine  diagnostic 
aid  for  the  detection  of  lung  cancer  to  be  used  in  conjunction  with 
other  diagnostic  techniques  (such  as  roentgenology  and  broncho- 
scopy) in  industry,  hospitals,  community  health  centers,  and  private 
practice. 


jS  aid  to  the  medical 

OMMUNITY : Sputum  cy- 
\ logic  screening  is  an  aid 
i lung  cancer  detection 
'hen  used  with  profes- 
• onal  judgment  as  part  of 
he  diagnostic  workup  of 
she  patient. 

■ ilmonary  exfoliative  cytology  is 
; iseful  diagnostic  aid  when  used 
[•  conjunction  with  other  diag- 
Ipstic  techniques  in  early  lung 
,ncer  detection;  however,  prob- 
| ms  in  sputum  collection,  diffi- 

ilties  in  preparation,  and  ex- 
■mses  involved  have  made  it 
^practical  for  routine  screening, 
[is  a consequence,  it  has  not  been 
,ed  to  the  fullest  in  private,  in- 
jastrial,  and  public  health  pro- 

■ ams.  The  CYTEC®  System  of 
■mtum  Cytology  helps  overcome 

ost  of  these  problems. 


he  CYTEC  System  is  sputum 
otology  with  rapidity 


eveloped  by  Nuclear  Research 
ssociates,  Inc.,  the  CYTEC  Sys- 
;m  provides  reliable  collection, 
reservation,  separation,  and  con- 


mtration  of  cells  as  well  as  auto- 
lated  staining,  all  with  accuracy, 
niformity,  speed,  and  simplicity. 

This  System  has  been  tested  for 
te  last  few  years  in  industrial  and 
ommercial  pilot  investigation 
rograms  as  well  as  in  numerous 
tajor  hospitals. 


'YTEC  is  simple,  convenient 

tnd  easy  to  use 

"he  CYTEC  System  provides  a 
I putum  collection  kit  containing 
plastic  test  tube  with  a built-in 
unnel  which  facilitates  the  col- 
lection of  early-morning  “deep 
| ough”  specimens.  A tight-fitting 
l ap  creates  a leak-proof  receptacle 
I ontaining  a preservative/fixative 
jvffiich  eliminates  the  need  for 
efrigeration. 


The  patient  simply  collects  the 
sputum  produced  by  early-morn- 
ing “deep  coughs,’’  on  four  sep- 
arate days,  closes  the  test  tube  and 
returns  it  to  his  physician,  medi- 
cal director  at  his  place  of  employ- 
ment, or  public  health  officer  who 
can  then  send  it  in  the  self-con- 
tained mailer  directly  to  our  Ca 
Detection  Laboratories  for  analy- 
sis. Reports  will  be  returned  only 
to  the  designated  physician.  Photo- 
micrographs showing  morpho- 
logic cellular  changes,  if  present, 
accompany  the  physician’s  report. 

CYTEC  can  be  obtained 
only  through  the  medical 
community 

CYTEC  is  being  offered  only  to 
practicing  physicians  including 
medical  directors  of  industrial, 
community,  and  public  health 
programs.  It  is  being  offered  as  a 
diagnostic  aid  to  be  used  in  con- 
junction with  other  techniques. 
CYTEC  screening  results  serve  as 
indicators  for  possible  further 
workup. 

A few  words  about  Nuclear 
Research  Associates,  Inc., 
and  its  Ca 

Detection  Laboratories 

Nuclear  Research  Associates,  Inc. 
is  an  interdisciplinary  organiza- 
tion of  physicians,  physicists,  biol- 
ogists, chemists,  and  engineers 
working  in  the  physical,  biolog- 
ical, and  medical  sciences.  The  Ca 
Detection  Laboratories  represents 
a portion  of  Nuclear’s  recently 
established  biomedical  division 
and  is  devoted  to  research  and 
technology  in  the  cancer  detec- 
tion field.  CYTEC  is  the  first  de- 
velopment to  be  offered  to  the 
medical  community  by  the  bio- 
medical division.  Others  are  on 
their  way. 


Professional  information 
available  on  request. 

Ca  Detection  Laboratories 

12  Nevada  Drive 

New  Hyde  Park,  N.Y.  11040 


New  England  Distributors: 
Thomas  W.  Reed  Co. 

Litton  Medical  Products,  Inc. 

66  Brainerd  Road 
Allston,  Massachusetts  02134 
Phone  (617)  731-5100 

Professional  Equipment  Co. 
Litton  Medical  Products,  Inc. 
Hamden,  Connecticut  06514 
Phone  (203)  787-6541 

CYTEC®  is  a registered  trademark 
of  Nuclear  Research  Associates,  Inc. 
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Peter  L.  Mathieu  and  Richard  P.  Sexton  to  repre- 
sent the  Society  at  the  AMA  Socio-Economic  Con- 
ference to  be  held  in  March. 

11)  It  named  as  the  Society's  official  representa- 
tives to  the  Council  of  thhe  New  England  State 
Medical  Societies  for  1969  the  following  members: 
Drs.  John  J.  Cunningham,  Stanley  D.  Simon,  John 
Ham,  Seebert  J.  Goldowsky,  F.  B.  Agnelli,  and 
John  E.  Farrell. 

12)  It  authorized  the  appointment  of  a commit- 
tee to  study  and  to  report  as  soon  as  possible  on 
the  questions  of  integration  of  osteopathic  physi- 
cians on  hospital  staffs,  and  as  members  of  dis- 
trict medical  societies. 

13)  It  authorized  the  President  to  name  two 
representatives  of  the  Society  to  attend  a special 
meeting  in  Chicago  in  February  to  consider  revised 
standards  for  hospital  accreditation  under  the  spon- 
sorship of  the  Joint  Commission  on  the  Accredita- 
tion of  Hospitals. 

14)  It  authorized  the  President  to  name  a sub- 
committee of  the  Council  to  submit  to  it  a slate 
of  nominees  for  Officers  for  the  fiscal  year  1969-70. 

15)  It  adopted  a report  of  the  Committee  on 
the  Employment  of  an  Assistant  Executive  Secre- 
tary, and  it  approved  of  the  employment  of  Mr. 
Edward  J.  Lynch  of  Fall  River,  Mass.,  as  Assist- 
ant Executive  Secretary,  effective  February  3, 
1969. 

16)  It  voted  that  the  Council  bring  to  the  atten- 
tion of  the  Bureau  of  Public  Safety  in  Providence, 
to  the  State  Committee  on  the  Study  of  Emergen- 
cy Medical  Services,  and  to  the  Providence  Med- 
ical Association,  its  concern  over  the  decision 
whereby  the  rescue  units  of  the  Providence  Fire 
Department  are  instructed  to  take  ill  or  injured 
persons  to  the  nearest  hospital,  and  not  to  one  of 
their  choice  where  their  personal  physician  is  a 
staff  member. 

17)  It  received  and  placed  on  record  the  financial 
statement  of  1968  submitted  by  the  Trustees  of 
the  Benevolence  Fund. 

18)  It  authorized  the  President  to  name  Society 
representatives  to  the  Interagency  Council  on 
Smoking. 

Stephen  J.  Hove,  m.d. 
Secretary 

REPORT  OF  THE  TREASURER 

The  financial  statement  of  receipts  and  disburse- 
ments for  the  calendar  year  1968  is  attached  to 
and  made  part  of  this  report,  together  with  the 
latest  available  analysis  of  the  invested  funds  of 
the  Society  as  reported  to  me  by  the  Trust  De- 
partment of  the  Industrial  National  Bank. 


The  records  will  be  professionally  audited  later 
this  year  by  Ward,  Fisher  and  Company. 

{Note:  The  complete  financial  report  of  sixteen 
pages  is  not  being  published  in  the  Journal, 
but  it  is  available  at  the  Executive  Office  to 
any  member  interested.) 

John  A.  Dillon,  m.d. 

Treasurer 

BENEVOLENCE  FUND 

During  1968  the  Trustees  of  the  Benevolence 
Fund  extended  financial  aid  to  four  physicians 
and/or  their  families.  In  addition  to  direct  cash 
payments  the  Trustees  provided  the  payment  of 
Blue  Cross  and  Physicians  Service  coverage  for 
three  beneficiaries  of  the  Fund,  and  made  a home 
mortgage  payment  to  aid  one  physician. 

A financial  summary  for  the  year  is  as  follows: 


Savings  Account 

Cash  balance,  Industrial  National 

Bank,  Jan.  1.  1968  $11,444.28 

Receipts:  Individual  physicians, 

Woman's  Auxiliary, 

Rhode  Island  Medical  Society  $ 4,679,97 
Total  $16,124.25 

Transferred  to  Checking  Acc't  in  1968  $ 5,000.00 

Balance  $11,124,25 

Interest  on  Savings  Account,  1968  $ 419.01 

Balance.  Savings  Acc't,  Dec.  31,  1968  $11,543.26 
Checking  Account 
Cash  balance.  Industrial  National 

Bank.  Jan.  1,  1968  $ 1,043.30 

Transferred  from  Savings  Account  $ 5,000.00 


$ 6,043.30 

Expenditures  in  1968  $ 5,743.36 


Balance,  Checking  Acc't,  Dec.  31,  1968  $ 299.94 

Total  assets  of  Fund,  Dec.  31.  1968: 

Savings  Account:  $11,543.26 

Checking  Account:  $ 299.94 


$11,843.20 

The  Trustees  again  express  their  appreciation 
to  the  Woman's  Auxiliary,  the  Society,  and  the 
individual  physicians  who  made  contributions  to 
the  Fund.  Assistance  to  our  fellow  members  and 
their  families  in  their  time  of  need  is  a most  de- 
serving activity  of  the  membership  and  the  Trust- 
ees welcome  contributions  to  the  Benevolence 
Fund  from  physicians  any  time  during  the  year. 
Such  contributions  should  be  sent  to  the  Executive 
Office. 

George  W.  Waterman,  m.d. 
Alfred  L.  Potter,  m.d. 

David  Freeman,  m.d.,  Chairman 

COMMITTEE  ON  PUBLIC  POLICY  AND  RELATIONS 

The  resolution  passed  by  the  House  at  its  Sep- 
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tember  meeting  that  ‘‘the  President  name  a com- 
mittee to  report  to  the  House  as  soon  as  possible 
on  a public  educational  program  on  the  importance 
of  free  choice  of  physician  for  every  citizen,  and 
that  necessary  public  relations  counsel  be  secured, 
as  necessary,  to  draft  a suggested  program  for  the 
consideration  of  the  House”  was  referred  by  the 
President  to  the  elected  Committee  on  Public  Poli- 
cy and  Relations. 

The  Committee  met  and  reviewed  the  issue  in- 
volved in  the  House  resolution  and  reported  its 
opinions  at  a November  meeting  of  the  Council 
which  voted  concurrence  with  the  intent  of  the 
resolution  but  expressed  the  belief  that  the  best 
approach  to  the  matter  at  this  time  would  be  to 
solicit  from  major  public  relations  and/or  adver- 
tising agencies,  proposals  for  educational  programs 
through  the  use  of  mass  communications  media,  on 
subjects  such  as  proposed  to  the  Committee  by 
the  Executive  Secretary. 

Four  leading  public  relations  agencies  in  the 
Providence  area  were  invited  to  submit  proposals. 
The  companies  were  the  Bo  Bernstein  agency 
which  handled  the  Society’s  polio  and  measles  cam- 
paigns, the  FitzGerald-Toole  & Co.,  Fern  Hana- 
way,  Inc.,  and  Horton,  Church  & Goff,  Inc.  The 
last-named  agency  declined  the  offer  to  make  a 
proposal  due  to  its  many  commitments.  The  other 
agencies  had  representatives  meet  with  the  Exec- 
utive Secretary,  and  each  has  submitted  a general 
proposal  of  costs  involved  in  staging  a public  ed- 
ucation program. 

All  three  agencies  are  quite  capable  of  prepar- 
ing suitable  technical  programs  for  the  plan  sub- 
mitted, and  therefore  the  Committee  felt  that  the 
paramount  issue  of  overall  costs,  as  well  as  the 
cost  of  various  phases  of  the  plan  involved  should 
be  given  priority  in  order  that  the  Council  and 
the  House  may  determine  the  extent  of  the  finan- 
cial commitment  that  is  to  be  made. 

The  proposals  are  submitted  herewith  from  the 
three  agencies. 

John  J.  Cunningham,  m.d. 

Stanley  D.  Simon,  m.d. 

Stephen  J.  Hoye,  m.d. 

Stanley  D.  Davies,  m.d. 

William  A.  Reid,  m.d. 

ALCOHOLISM  COMMITTEE 

The  efforts  of  the  Subcommittee  on  Alcoholism 
of  the  R.I.  Medical  Society  have  been  in  the  fol- 
lowing directions: 

1)  To  firm  up  legislation  on  drunken  driving 
and  to  place  greater  emphasis  on  the  impaired 
driver. 

2)  To  educate  interested  people  and  personnel, 

(Continued  on  next  page) 
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on  hundreds 
of  cases .... 

Just  as  many  doctors  specialize, 
we  have  concentrated  our  efforts  in 
selecting  and  retailing  the  finest 
wines  in  the  world.  In  a sense,  we  are 
“specialists”,  too. 

We  have  more  than  1600 
different  types  of  wines  from 
which  you  can  select.  If  you're 
uncertain  as  to  the  right  wine  for  a 
particular  occasion,  we'd  be  very 
happy  to  help  you,  just  as  we  have 
helped  thousands  of  others  enjoy  the 
finest  wines  in  the  world.  We  are 
“specialists”  on  hundreds  of  cases 
of  the  finest  vintages.  Let  us  help 
you  select  from  the  largest  array 
of  wines  in  the  area.  As  a matter  of 
fact,  we  have  a one-third  greater 
selection  than  any  wine  shop 
in  New  York.  Another  “plus”.  Join 
our  Vintage  Guild.  Membership 
is  free. 


Please  see  our  “specialists.” 
No  appointment  necessary. 


March  1969 


3)  To  plan  promoting  a panel  for  discussion  of 
the  many  complex  problems  of  alcoholism. 

4)  Recently  our  Committee  has  cooperated  with 
the  Committee  on  Highway  Traffic  and  Safety. 

5)  Attempts  are  being  made  to  focus  the  atten- 
tion of  the  physician  on  the  complex  problems  of 
alcoholism  through  distribution  of  literature,  pam- 
phlets, manuals,  etc.,  regarding  the  many  aspects 
of  alcoholism,  and  in  so  doing,  we  hope  to  empha- 
size at  least  three  aspects  having  the  greatest  clin- 
ical significance,  psychodynamics,  diagnosis  and 
treatment. 

It  is  hoped  that  through  these  efforts  a better 
understanding  and  treatment  of  the  alcoholic  pa- 
tient will  result. 

Barry  B.  Mongillo,  m.d. 

Chairman 

DISASTER  COMMITTEE 

The  Disaster  Committee  met  in  October  with 
seven  members  present.  The  meeting  was  devoted 
to  prliminary  planning  of  a workshop  conference 
aimed  at  training  personnel  from  statewide  am- 
bulance and  rescue  squads.  The  first  such  meeting 
was  held  last  year  with  such  enthusiasm  that  it 
has  been  decided  to  continue  this  on  a yearly  basis. 

The  conference  will  be  held  in  spring  of  1969  at 
Roger  Williams  General  Hospital.  The  pattern  of 
the  conference  will  depend  on  the  funds  available 
from  Federal.  State  and  Society  sources.  It  is  hoped 
that  Dr.  Roswell  K.  Brown  from  the  Committee 
on  Trauma  of  the  American  College  of  Surgeons 
will  give  the  keynote  address.  The  workshop  is 
intended  to  cover  such  topics  as  resuscitation  and 
ventilation,  fractures  and  splinting,  psychiatric  as- 
pects of  casualty  handling,  control  of  bleeding  and 
handling  of  the  critically  ill  patient,  management 
of  shock  and  the  unconscious  patient,  emergency 
childbirth  and  vaginal  bleeding. 

Further  planning  meetings  will  be  held  in  the 
near  future. 

Robert  L.  Conrad,  m.d. 

Chairman 

CHILD-SCHOOL  HEALTH  COMMITTEE 
School  Health  Education  in  Rhode  Island 

The  Child-School  Health  Committee  of  the 
Rhode  Island  Medical  Society  has  carefully  re- 
viewed the  "Rhode  Island  School  Health  Educa- 
tion Study"  developed  under  the  auspices  of  the 
State  Department  of  Education.  In  response  to 
the  request  of  the  Commissioner  of  Education,  the 
Committee  accepts  the  invitation  to  comment  on 
the  report  and  on  the  subject  of  school  health  edu- 
cation in  general. 

First,  let  it  be  noted  that  the  Child-School 
Health  Committee  and  the  Rhode  Island  Medical 
Society  have  advocated  for  years  that  health  edu- 
cation programs  be  developed  in  our  city  and  town 


school  systems.  The  Society's  Committee  has  of- 
fered to  meet  with  various  school  department  heads 
to  advise  them  on  health  programs,  and  several 
have  accepted  the  invitation.  The  problem,  how- 
ever, has  been  clearly  evident  that  health  educa- 
tion per  se  has  not  been  developed;  rather,  the 
emphasis  has  been  placed  by  school  officials  on 
physical  education. 

In  this  connection  the  Society's  Committee  regis- 
ters strong  objection  to  the  proposal  of  the  Rhode 
Island  Association  of  Health,  Physical  Education 
and  Recreation  that  the  statute  relating  to  health 
instruction  be  deleted,  and  all  the  available  time 
be  allocated  to  physical  exercise.  Though  related 
in  substance,  the  two  programs  — physical  train- 
ing and  health  education — warrant  adequate  time 
in  the  study  curriculum  of  every  school  child  in 
Rhode  Island. 

Most  disturbing  to  our  Committee  is  the  finding 
of  the  Research  Study  Project  that 

"in  Rhode  Island  schools  health  is  generally  ac- 
cepted as  an  objective  of  education  — in  theory. 
In  practice,  this  appears  to  be  but  lip  service. 
Health  as  a subject  in  the  curriculum  lacks 
both  status  and  administrative  support,  if  judged 
by  the  time,  credit,  facilities,  and  materials  pro- 
vided for  it,  and  by  the  preparation  of  the  in- 
structors assigned  to  teach  it.” 

Vet,  in  December  1967  the  Rhode  Island  Board 
of  Education  signaled  its  interest  in  the  develop- 
ment of  more  effective  health  education  programs 
in  Rhode  Island  schools  by  adopting  a so-called 
"position  paper"  that  stated  in  part  that  the  de- 
partment affirms  its  position  that  health  instruc- 
tion is  a "curricular  essential  at  all  levels  of  edu- 
cation" . . . that  it  is  “but  one  of  three  facets  of 
a comprehensive  school  health  program”  . . . that 
to  be  “optimally  effective”  it  must  function  “in 
a planned  kindergarten  through  grade  twelve 
continuum”  . . . that  health  instruction  "is  most 
effectual  when  treated  as  a separate  subject  within 
the  elementary  and  secondary  grades’’  . . . that 
at  the  secondary  level  health  instruction  “is  best 
inculcated  by  a teacher  who  has  received  special 
training  in  school  health  education”  . . . that  "suf- 
ficient time  should  be  devoted  to  health  instruction 
at  the  elementary  and  secondary  levels  to  allow 
each  pupil  to  achieve  now  and  in  the  future,  and 
to  the  degree  possible,  complete  physical,  mental, 
and  social  well  being”  . . . that  sufficient  “in- 
service  health  educational  courses  should  be  pro- 
vided at  the  local  level  to  allow  presently  employed 
classroom  teachers  ...  to  confidently  handle  the 
subject  matter  in  the  classroom  situation”  . . . 
and  that  health  “instructional  materials  at  all 
grade  levels  should  be  supplied  in  quantities  which 
will  meet  the  needs  of  pupils  and  their  teachers; 

(Continued  on  Page  175) 
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For  the  patient  who  has  been 
through  an  accident,  the  worry 
and  anxiety  following  the 
mishap  may  actually  heighten 
the  perception  of  pain.  This  is 
why  there’s  a classic  14  grain 
sedative  dose  of  phenobarbital 
in  Phenaphen  with  Codeine— 
to  take  the  nervous“edge”  off, 
so  the  rest  of  the  formula  can 
control  the  pain  more  effectively. 


A. H.  Robins  Company, 
Richmond, Va  23220 


AH  ROBINS 


Phenaphen  with  Codeine 

Phenaphen  with  Codeine  Nos.  2,  3,  or  4 contains:  Phenobarbital  (Va  gr.),16 
mg.  (warning:  may  be  habit  forming);  Aspirin  (2V2  g r.) , 162.0  mg.;  Phenaceti ! 
(3  gr.) , 194.0  mg.;  Hyoscyamine  sulfate,  0.031  mg.;  Codeine  Phosphate,  1 
gr.  (No.  2),  V2  gr.  (No.  3),  or  1 gr.  (No.  4)  (warning:  may  be  habit  forming  1 

The  compound  analgesic  that  calms  instead  of  caffeinate 

Indications:  Phenaphen  with  Codeine  provides  relief  in  severer  grades  (! 
pain,  on  low  codeine  dosage,  with  minimal  possibility  of  side  effects.  Its  us 
frequently  makes  unnecessary  the  use  of  addicting  narcotics.  Contraindict 
tions:  Hypersensitivity  to  any  of  the  components.  Precautions:  As  with  a 
phenacetin-containing  products  excessive  or  prolonged  use  should  b 
avoided.  Side  effects:  Side  effects  are  uncommon,  although  nausea,  cor 
stipation  and  drowsiness  may  occur.  Dosage:  Phenaphen  No.  2 and  No.  3-  1 
1 or  2 capsules  every  3 to  4 hours  as  needed;  Phenaphen  No.  4 — 1 capsul  I 
every  3 to  4 hours  as  needed.  For  further  details  see  product  literature. 
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these  materials  should  be  interesting  and  timely, 
and  scientifically  accurate.” 

So  spoke  the  Rhode  Island  Board  of  Education 
in  its  statement  that  has  been  widely  publicized. 
But  is  this  but  more  of  the  “lip  service”  that  the 
school  health  education  Study  Report  cites?  If  it 
isn't,  what  has  the  department  done  to  implement 
the  “position”  it  has  taken  in  its  statement? 

To  our  knowledge  our  state  colleges  have  not 
been  persuaded  to  face  up  to  this  important  issue 
of  health  education,  and  to  establish  adequate  ma- 
jor courses  leading  to  expertise  in  health  education. 
Nor,  to  our  knowledge,  has  the  department  sought 
to  develop  continuing  health  education  courses  at 
our  colleges  in  order  that  teachers  already  long  in 
the  field  may  be  properly  informed  on  the  newest 
and  most  effective  tools  for  teaching  proper  health 
guidance  to  the  children  in  our  schools. 

The  Study  Report  plainly  refutes  the  platitudes 
of  the  department’s  “position  paper”  when  it  states 
that 

“State  regulatory  support  for  health  education 
is  weak.  Education  in  health  is  not  required  for 
pupil  graduation  nor  for  teacher  promotion  or 
certification.  There  are  no  state  requirements 
as  to  the  content  of  health  courses  at  any  level.” 
(italics  added) 
and  further 

“Heavy  responsibility  for  curriculum  decisions 
in  course  content  rests  on  individual  teachers 
and  instructors  who  are  not  adequately  prepared 
by  pre-service  or  in-service  education  to  make 
such  decisions  in  an  area  of  subject  matter  that 
requires  continuous  reading  and  study  to  keep 
abreast  of  new  developments,  new  problems,  and 
new  solutions  to  old  problems.” 

(italics  added) 

In  an  era  when  the  health  care  of  the  general 
populace  is  undoubtedly  one  of  the  most  discussed 
subjects  of  the  day,  and  when  our  federal  and  state 
governments  are  implementing  with  tax  funds  and 
with  staffs  of  trained  workers  programs  aimed  at 
better  health  for  all  citizens,  it  borders  on  the 
incredible  that  our  school  departments  have  con- 
tinued to  ignore  the  importance  of  complete  health 
education  curricula  for  the  children  under  their 
educational  custody.  Since  educators  are  commit- 
ted to  the  belief  that  the  improvement  and  main- 
tenance of  health  is  among  the  major  functions  of 
education,  our  schools  have  an  obligation  to  pro- 
mote the  health  and  well-being  of  children  and 
youth. 

That  obligation  calls  for  strong  leadership  that 
will  see  to  it  that  our  schools  for  higher  education 
institute  effective  curricula  in  health,  and  that 
every  person  who  would  seek  certification  to  teach 


in  our  state  complete  an  adequate  health  instruc- 
tion course,  and  that  those  who  would  teach  in 
the  secondary  school  level  should  have  major  cer- 
tification based  on  extensive  training  in  health 
teaching. 

As  was  so  clearly  pointed  out  in  the  national 
school  health  education  study  of  1967: 

“Health  education  is  not  just  superficial  biol- 
ogy, nor  watered  down  anatomy  and  physiology, 
nor  is  it  the  classroom  extension  of  physical  ed- 
ucation. It  rather  is  an  important  entity  among 
the  subject  areas  of  the  curriculum  which, 
through  organization  of  health  knowledge,  is 
primarily  concerned  with  the  well-being  of  in- 
dividual and  groups.  The  goal  of  health  educa- 
tion is  not  directed  at  a high  level  of  health 
simply  for  the  health’s  sake,  but  rather  to  help 
each  individual  view  health  as  a way  of  life, 
that  will  help  to  attain  individual  goals  and 
utilize  one’s  highest  potential  for  the  betterment 
of  self,  family,  and  community.  Every  individ- 
ual, regardless  of  a chosen  profession  or  occupa- 
tion, will  be  confronted  with  health  decisions 
every  day  of  his  life.  One  cannot  escape  them. 
Thus,  health  education  is  an  integral  part  of 
general  education  focused  upon  human  concerns 
and  values.  . . .” 

(Continued  on  next  page) 
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We  realize  only  too  well  that  most  of  our  school 
administrators  are  faced  with  a school  curriculum 
that  is  overtaxed.  We  know  that  there  are  pres- 
sures from  many  directions  to  meet  the  demands 
of  special  groups  for  instruction  they  support.  We 
do  not  speak  as  a special  group  seeking  a self- 
interest;  our  position  is  one  of  citizens  with  spe- 
cialty training  in  the  health  field  which  makes  us 
acutely  aware  of  the  poor  health  attitudes,  be- 
havior, and  practices  that  go  uncorrected,  and 
thereby  carry  over  into  adult  life. 

We  urge  an  all-out  coordinated  attack  on  the 
problem  in  Rhode  Island.  The  Rhode  Island  Med- 
ical Society,  basically  through  this  Committee  on 
Child-School  Health,  is  prepared  to  give  strong 
support  and  assistance  to  any  and  all  sound,  pro- 
gressive. and  effective  school  health  education 
plans. 

We  urge  the  Board  of  Trustees  of  State  Col- 
leges to  recommend  to  the  University  of  Rhode 
Island.  Rhode  Island  College,  and  the  new  Junior 
Colleges  of  the  State  to  take  the  initiative  and  to 
establish  a framework  for  a health  education  cur- 
riculum. 

We  urge  the  State  Department  of  Education  to 
require  certification  in  health  instruction  as  a pre- 
requisite for  teaching;  to  take  leadership  in  de- 
veloping an  in-service  teaching  program  that  all 
now  in  the  field  may  be  better  trained;  to  seek 
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authority,  if  it  does  not  now  possess  it,  to  require 
the  various  school  systems  under  its  jurisdiction 
to  establish  and  allow  adequate  time  for  effective 
health  instruction  as  part  of  their  respective  cur- 
riculum, with  up-to-date  teaching  materials  made 
available. 


Wilson  Utter,  M.D.,  Chairman 
INDUSTRIAL  HEALTH  COMMITTEE 
The  Industrial  Health  Committee  held  a meet- 
ing on  November  2,  1968  at  the  Rhode  Island 
Medical  Society  Library.  A brief  discussion  was 
held  on  the  “Occupational  Safety  and  Health  Act 
of  1968.”  The  committee  was  appraised  of  the 
position  of  the  AMA  Council  on  Occupational 
Health  in  reference  to  this  piece  of  legislation. 

The  latter  part  of  the  meeting  was  concerned 
with  a discussion  of  guide  lines  for  the  administra- 
tion of  immunization  programs  in  industry.  In  ad- 
dition guide  lines  were  suggested  for  the  compen- 
sation of  the  physicians  in  industry. 

The  meeting  was  adjourned  with  no  further 
business  pending. 


Robert  P.  Sarni,  m.d. 

Chairman 

POLLUTION  CONTROL  COMMITTEE 

The  December  1968  issue  of  the  Rhode  Island 
Medical  Journal  carried  a provocative  and  in 
depth  study  of  waste  disposal  in  the  State  of  Rhode 
Island  by  Austin  Daley,  Chief  of  State  Air  Pollu- 
tion Control  Division  of  the  Department  of  Health. 

The  photos  of  open  dump  burning  in  the  article, 
taken  by  the  chairman  of  the  committee  on  a field 
trip  with  Mr.  Daley  last  May,  are  self-explanatory. 

Letters  to  physicians  on  the  committee  from  the 
most  flagrant  community  violators  of  open  dump 
burning  were  sent  out  in  the  past  two  months,  and 
already  some  form  of  enlightenment  in  Smithfield 
and  North  Providence  areas  may  be  dawning  if 
recent  newspaper  articles  on  the  subject  reflect  the 
concern  of  these  communities. 

The  refusal  of  license  renewals  to  two  laundries 
in  the  North  Kingstown  area  who  persist  in  con- 
taminating local  water  ways  is  also  a bit  of  en- 
couraging news.  The  picture  is  still  exceedingly 
dismal,  but  the  citizenry  is  becoming  aroused. 

George  K.  Boyd,  m.d. 

Chairman 


MENTAL  HEALTH  COMMITTEE 

The  Committee  on  Mental  Health  is  presently 
considering  the  following  matters: 

1 ) With  the  advice  of  legal  counsel  of  the  Society 
the  Committee  has  developed  proposed  legislation 
for  a Division  of  Mental  Health  within  the  De- 
partment of  Health.  A possible  final  draft  for  such 
legislation  is  yet  to  be  reviewed  by  the  Committee, 
but  it  is  submitted  in  order  that  the  House  may 
(Continued  on  Page  178) 
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be  informed  of  the  proposal.  The  Committee  asks 
that  members  of  the  House  review  the  legislative 
proposal  carefully  and  make  any  suggestions  per- 
tinent to  the  Chairman  of  the  Committee.  If  the 
proposed  draft  meets  the  approval  of  the  House 
in  principle  the  Committee  requests  that  such  ap- 
proval be  expressed  in  order  that  the  final  draft 
may  be  submitted  to  the  General  Assembly  within 
the  next  month. 

2)  Drug  Addiction.  The  Committee  approved  of 
the  statement  of  the  Council  on  Mental  Health  as 
published  in  the  Journal  of  the  AMA.  June  24, 
1968.  Any  further  action  was  deferred  until  the 
R.I.  State  Study  Commission  submits  its  report  in 
the  spring  of  1969. 

3)  Marathon  House.  The  Committee  noted  that 
psychiatric  supervision  was  now  available  and  it 
commended  the  Kent  County  Medical  Society  for 
providing  medical  services  to  Marathon  House. 
4.  Subcommittee  on  Alcoholism.  The  suggestion 
was  made,  and  accepted,  that  the  Subcommittee 
meet  with  the  Committee  on  Highway  Safety  and 
representatives  of  the  State  Motor  Vehicle  Depart- 
ment, legal  counsel,  and  police  department  heads 
to  discuss  ways  in  which  the  problem  of  drunken 
driving  may  be  attacked  by  joint  efforts  of  inter- 
ested groups  in  the  community. 

Laurence  R.  Senseman,  m.d. 

Chairman 

MEDICAL  ASPECTS  OF  SPORTS  COMMITTEE 

Your  Committee  on  the  Medical  Aspects  of 
Sports  has  begun  to  make  preparations  for  the 
August,  1969,  meeting  which  will  again  be  co- 
sponsored by  the  Rhode  Island  Medical  Society 
and  by  the  University  of  Rhode  Island  Department 
of  Athletics.  The  American  College  of  Sports  Med- 
icine has  shown  interest  in  also  becoming  a Co- 
Sponsor  of  this  meeting.  For  the  present,  Dr.  Jo- 
seph Godfrey,  Professor  of  Orthopedic  Surgery  at 
Buffalo  Medical  School  and  Team  Physician  of 
the  Buffalo  Bills  of  the  .American  Football  League. 


Curran  & Burton 

DIVISION  OF  TEXACO  INC. 

1120  Eddy  Street 
Providence,  Rhode  Island 
HOpkins  7-8050 

INDUSTRIAL  AND  WHOLESALE 
FUEL  OILS 


has  agreed  to  give  three  different  talks  at  this 
very  important  meeting. 

Dr.  Vincent  Turco,  an  orthopedic  surgeon  from 
Hartford,  Connecticut,  has  agreed  to  speak  on  In- 
juries to  the  Spine  in  Athletics.  I am  quite  sure 
that  by  the  next  meeting  of  the  House  of  Delegates 
of  the  Rhode  Island  Medical  Society  the  Program 
for  the  1969  Meeting  on  the  Medical  Aspects  of 
Sports  will  have  been  finalized. 

* * * 

PHYSICIANS  AND  CARRIERS  WORKMEN'S 
COMPENSATION  COMMITTEE 

The  Physicians  and  Carriers  Workmen's 
Compensation  Committee  has  met  on  two  different 
occasions  since  making  the  last  report.  At  each  of 
the  two  meetings  there  were  present  three  men 
representing  the  carriers  and  three  physicians  rep- 
resenting the  Rhode  Island  Medical  Society.  Four 
different  cases  have  been  discussed  since  the  last 
report.  In  each  of  the  cases  the  recommendations 
of  the  Committee  were  accepted  by  those  bringing 
their  problem  before  the  Committee. 

* * * 

SCIENTIFIC  WORK  AND  ANNUAL  MEETING 
COMMITTEE 

Your  Committee  on  Scientific  Work  and  Annual 
Meeting  is  extremely  happy  to  report  to  you  that 
the  program  for  the  May,  1969,  meeting  has  been 
completely  and  totally  finalized.  Dr.  Denton  Coo- 
ley of  Houston,  Texas,  world  famous  cardiac  trans- 
plant surgeon,  will  give  the  Chapin  Oration.  The 
title  of  of  his  talk  will  be  ‘‘The  Immunology  of 
Organ  Transplants  with  Particular  Reference  to 
the  Heart.”  His  Honor,  Mayor  Doorley  of  the 
City  of  Providence  has  verbally  promised  the  Com- 
mittee that  he  will  personally  present  the  Chapin 
Medal  to  Doctor  Cooley.  Other  well-known  physi- 
cians who  will  appear  on  the  program  include 
Leona  Baumgartner  of  the  Harvard  Medical 
School:  Donald  Cooper,  Director  of  Student  Health 
at  Oklahoma  State  University;  Dwight  Wilbur, 
President  of  the  American  Medical  Association, 
and  many  other  interesting  speakers.  Some  of  the 
more  interesting  subjects  which  will  be  presented 
include  an  excellent  talk  on  Fetology,  What  is 
Xew  in  Venereal  Diseases,  When  is  a Person  Dead, 
two  interesting  Gastroenterology  talks,  and  a talk 
on  Hypertension.  The  program  promises  to  be  one 
of  the  very  finest  that  the  Society  has  ever  had. 

A.  A.  Savastano,  m.d. 
Chairman 

SOCIAL  WELFARE  COMMITTEE 

The  Committee  has  continued  to  meet  with  the 
Medical  Director  of  the  State's  Social  Welfare  De- 
partment to  discuss  Title  19  Programs  and  the 
private  care  of  patients.  Payment  for  extended 
hospital  care  for  Title  19  recipients  has  received 
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particular  attention.  Title  19  regulations  permit 
payment  for  physicians’  services  for  hospital  stay 
up  to  37  days.  Prior  authorization  is  requested  by 
the  Department  of  Social  Welfare  for  extension  of 
medical  care  after  14  days  and  for  continued  med- 
ical care  to  37  days.  In  extenuating  circumstances 
when  the  medical  need  is  present  the  Department 
of  Social  Welfare  will  authorize  payment  of  med- 
ical services  for  Title  19  recipients  in  the  hospital 
up  to  100  days.  The  Department  of  Social  Wel- 
fare reports  that  budget  considerations  continue  to 
plague  the  department.  The  State  Social  Welfare 
Department  reports  that  medical  seervices  can  be 
paid  for  any  complications  following  surgery,  but 
medical  attention  per  se  cannot  be  paid  for  at  the 
same  time  that  payment  is  provided  for  surgical 
services.  The  committee  notes  that  the  physician 
is  not  always  aware  that  the  patient  is  a Title  19 
recipient  when  he  provides  medical  services.  Some- 
times this  is  known  only  after  the  patient  is  billed. 

Since  July  of  1967  the  general  hospiatls  in  the 
State  have  received  full  reimbursement  for  cost 
of  hospital  care  for  Title  19  patients.  Physicians 
on  the  contrary  are  paid  a fixed  fee  schedule  at 
less  than  cost  in  some  instances. 

Hospitals  in  the  State  have  escalated  their  out 
patient  charges  to  the  following  new  rates  accepta- 
ble to  the  State  Department  of  Social  Welfare: 
Pawtucket  Memorial  Hospital  ($16),  Rhode  Island 
Hospital  ($15),  Roger  Williams  Hospital  ($12), 
Woonsocket  Hospital  ($10),  St.  Joseph’s  Hospital 
($9).  This  charge  by  the  hospital  is  made  for  a 
medical  out  patient  visit  and  does  not  include  a 
physician  component.  Physicians  continue  to  see 
patients  in  the  multiple  out-patient  departments 
of  the  hospitals  in  the  State  free  of  charge 
yet  the  patient  is  billed  according  to  the 
listed  charge  schedule.  At  the  same  time  the  De- 
partment of  Social  Welfare  has  seen  fit  to  reim- 
burse the  physician  at  the  rate  of  only  $5.00  per 
patient  office  visit,  and  this  escalates  downward 
to  $3.00  for  the  third  patient,  and  to  nothing  for 
the  fourth  patient.  Where  the  total  family  struc- 
ture is  such  that  Title  19  recipients  have  three  to 
four  children  in  a family  is  it  not  unusual  for  the 
State  to  claim  that  it  is  paying  for  Title  19  pa- 
tients’ medical  care.  Is  this  one  way  to  phase  out 
the  private  doctor-patient  relationship  despite  the 
fact  that  under  Public  Law  89-97  Title  19  is 
supposed  to  bring  quality  and  private  care  to  the 
Welfare  patient? 

The  Committee  wonders  why  fixed  installations 
such  as  hospitals  are  reimbursed  at  the  full  rate 
and  the  private  office  patient  reimbursement  is 
less.  Does  not  this  inadequate  payment  torpedo 
the  private  doctor-patient  office  relationship?  The 
private  doctor  has  cost  escalation  in  his  office  too. 

(Continued  on  Page  182) 


Cotta  make  a 
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my  cough  syrup. 


Full  speed  ahead 
Fred.  These  solid 
Cough  Calmers 
can  control  that 
cough  for  6 to 
8 hours. 


Each  Cough  Calmer™  contains  the  same  active  ingredients 
as  a half-teaspoonfu!  of  Robitussin-DM®:  Glyceryl  guaiaco- 
late,  50  mg  ; Dextromethorphan  hydrobromide,  7 5 mg. 
A H Robins  Company,  Richmond,  Virginia  23220 
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Symbols  in  a life  of 
psychic  tension 

i.A. 

cum  laude 

V.R 

at  thirty- two 
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and  complete 
examination  normal 
(persistent  palpitations) 


Roche 
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Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


: 

Valium®  (diazepam)  t.i.d.  and  h.s. 

B.A.  ( cum  laude)...W. E (at  thirty- two)... symbols  that  illuminate  the 
quality  of  a life... the  satisfactions  of  achievement,  as  well  as  its 
price... the  pressures  and  stresses  that  can  often  create  cardiac 
manifestations  of  psychic  tension.  For  this  kind  of  patient— with  no 
demonstrable  pathology— consider  the  singular  benefits  of  Valium 
(diazepam). 

With  its  pronounced  calming  action,  Valium  can  relieve  psychic 
tension  promptly,  attenuating  its  somatic  signs  and  symptoms. 
Further,  Valium  is  distinctly  useful  when  somatic  and  depressive 
symptomatology  (secondary  to  psychic  tension)  coexist.  And  Valium 
is  generally  well  tolerated;  in  proper  maintenance  dosage,  it  seldom 
dulls  the  senses  or  interferes  with  functioning. 

When  psychic  tension-related  insomnia  appears,  an  h.s.  dose  added  to 
the  t.i.d.  schedule  helps  promote  sleep. 

Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agitation;  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol  withdrawal;  adjunctively  in 
skeletal  muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity  caused  by 
upper  motor  neuron  disorders,  athetosis,  stiff-man  syndrome,  convulsive  disorders 
(not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug.  Children  under  6 months 
of  age.  Acute  narrow  angle  glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness.  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or  severity  of  grand  mal  seizures 
may  require  increased  dosage  of  standard  anticonvulsant  medication;  abrupt  with- 
drawal may  be  associated  with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  have  occurred  following  abrupt  discontinuance.  Keep 
addiction-prone  individuals  under  careful  surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In  pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and  debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension,  changes  in  libido,  nau- 
sea, fatigue,  depression,  dysarthria,  jaundice,  skin  rash,  ataxia,  constipation,  head- 
ache, incontinence,  changes  in  salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle  spasticity,  insomnia,  rage,  sleep  distur- 
bances, stimulation,  have  been  reported;  should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice;  periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 

Valium  (diazepam) 

2-mg,  5-mg,  10-mg  tablets  t.i.d.  or  q.i.d. 

to  help  relieve  psychic  tension 
and  its  somatic  symptoms 


HOUSE  OF  DELEGATES 

i(Continued  from  Page  179) 

The  Committee  notes  that  it  is  also  the  physician 
who  sees  the  patient  despite  the  many  proliferat- 
ing programs.  Perhaps  a more  realistic  readjust- 
ment of  the  physician  component,  especially  in  the 
Doctor's  office,  would  help  increase  the  number  of 
physicians  participating  in  the  Title  19  Programs. 

The  Committee  assisted  the  Department  of  So- 
cial Welfare  as  regards  eye  care  for  Title  19  re- 
cipients. The  differences  in  services  offered  by  the 
optometrists  and  the  ophthalmologists  and  also  the 
differences  in  their  respective  educations  illustrated 
the  fact  that  each  professional  group  renders  a 
service  writhin  its  own  purvue  and  should  receive 
payment  accordingly  to  the  service  rendered.  The 
Ophthalmological  Society  through  its  president  was 
very  helpful  in  assisting  the  committee  with  this 
consultation  for  the  Department  of  Social  Welfare. 

Results  of  the  Providence  Health  Clinics  (OEO) 
study  of  visits  during  July- August  1968  were  an- 
alyzed. Approximately  500  patients  were  seen  in 
nine  neighborhood  centers  during  this  period  of 
whom  295  were  welfare  recipients. 

147  (49.2  per  cent)  patients  also  saw  a private 
physician  within  the  same  interval  of  time.  136 
(46.1  per  cent)  patients  attended  a hospital  clinic 
within  the  same  interval  of  time.  192  (65.3  per 
cent)  patients  gave  a history  of  going  to  a private 
physician  and/or  hospital  within  the  same  interval 
of  the  time  study.  104  (34.3  per  cent)  patients 
received  medical  services  in  OEO  health  centers 
only.  Statistics  may  mean  many  things.  Maybe  the 
clinics,  the  doctor  and  the  hospital  do  not  provide 
satisfactory  care  to  the  welfare  patient.  It  may  also 
mean  that  the  welfare  recipient's  behavior  patterns 
of  searching  is  reflected  in  their  multiple  choices  of 
medical  care. 

The  Committee  discussed  ways  with  the  Social 
Welfare  Department  in  which  the  private  physi- 
cian might  participate  in  a pilot  program  to  help 
deliver  comprehensive  services  to  welfare  recipients 
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Ten  Man  Multi-Specialty  Group  Incorporat- 
ing in  Southern  New  England  Area  Needs 
General  Practitioner,  OB-GYN,  and  Intern- 
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Hospital  and  Schools. 
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who  might  not  be  receiving  some  services  at  the 
present  time.  The  United  States  Department  of 
HEW  has  published  through  its  office  of  research 
and  statistics  a manual  titled  "Reimbursement  In- 
centives for  Medical  Care:  Objective  and  Alterna- 
tives."' The  Committee  feels  that  reimbursement 
should  be  adequate.  The  Department  should  seek 
ways  to  help  the  recipient  find  his  way  to  the  doc- 
tor better,  as  well  as  to  assist  him  in  following 
through  on  the  physician's  recommendations. 

While  hospitals  in  the  past  have  been  large  pro- 
viders of  services  for  welfare  patients  and  will  con- 
tinue to  be  so  in  the  future,  there  is  a need  for 
the  Welfare  recipient  to  have  his  private  physician 
for  personal  reasons.  In  the  past  his  economic 
status  has  negated  this.  Were  the  Department  to 
provide  the  private  physician  with  selected  patient 
aids  who  would  service  the  social  needs  of  the 
recipient  under  his  care  and  assist  in  the  follow 
up  recommendations  of  the  physician  there  might 
develop  a more  permanent  relationship  between 
the  doctor  in  the  private  sector  and  the  welfare 
client.  This  could  be  a primary  step,  building  the 
recipient’s  self  image  to  a more  sustained  and  pro- 
ductive community  life.  The  Committee  and  De- 
partment of  Social  Welfare  through  its  medical 
director  are  in  agreement  that  it  is  worthwhile  to 
continue  exploration  with  the  Department  possible 
techniques  through  incentive  reimbursement  ex- 
periments wherein  the  delivery  of  health  care  to 
the  Title  19  recipient  might  be  increased. 

In  the  spirit  of  mutual  concern  and  cooperation 
it  was  recommended  that  the  committee  have  some 
of  its  members  work  with  the  utilization  commit- 
tees of  the  hospitals  and  with  the  Department  of 
Social  Welfare  who  should  feel  free  to  bring  di- 
rectly to  the  attention  of  the  Social  Welfare  Com- 
mittee or  to  the  Society  any  problem  involving 
physicians’  services  in  order  that  the  committee 
might  aid  in  resolving  the  issues.  It  is  agreed  that 
an  active  utilization  committee  with  the  help  of 
this  committee  could  aid  greatly  in  determining 
length  of  stay  and  need  for  physicians  service  for 
Title  19  recipients. 

Peter  L.  Mathieu,  Jr.,  m.d. 

Chairman 


DERMAQUIZ  ANSWER 
(See  Page  135) 

Left:  Uneven  sun  tanning.  The  whitish  areas  were 

covered  with  Tinea  Versicolor.  This  prevented  the 
normal  sun  tanning  at  the  beach  while  the  Tinea 
Versicolor-free  areas  were  normally  sun  tanned. 

Right:  Contact  dematitis  from  sensitivity  to  a dress. 
The  brassiere  provided  protection  against  the  of- 
fensive agent.  An  involuntary,  large  size,  patch  test. 
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MEDICINE  IN  THE  TWENTY-FIRST  CENTURY 

1 July  2001 

My  dear  patient,  543132315 

You  have  been  referred  to  me  because  you  are 
unable  to  function  comfortably.  Before  we  begin 
your  examination  I must  inform  you  that  you  may 
no  longer  trust  me  to  maintain  in  confidence  be- 
tween us  whatever  you  may  tell  me  or  whatever 
1 may  find  out.  This  is  in  accord  with  government 
regulations  and  in  accord  with  the  requirements 
of  whatever  institution  is  paying  part  or  all  of 
your  bill.  What  was  individually  protected  by  un- 
written law  is  no  longer  possible  because  of  laws 
for  the  sake  of  "the  group,”  namely  society  in  gen- 
eral. Control  for  the  sake  of  the  masses  must  re- 
place concern  for  the  individual  if  we  are  to  be 
efficient  and  logical.  However,  what  you  lose  as 
an  individual  will  be  more  than  made  up  by  the 
group  benefit. 

All  interviews  are  being  video-taped.  If  I fail 
to  ask  the  proper  questions  or  fail  to  go  through 
the  proper  motions  of  if  I show  any  tendency  to 
influence  you,  those  who  review  the  tape  will  hold 
me  liable.  If,  however,  you  answer  incompletely 
or  inaccurately  or  conceal  or  try  to  conceal  in- 
formation, you  will  be  held  liable. 

Sincerely  yours, 

1234321  M.D. 

. . . Courtesy  Joseph  M.  Zucker,  M.D. 


FDR  SALE! 

3 TALLWOOD  DRIVE 
BARRINGTON,  RHODE  ISLAND 

Beautiful  Five  Bedroom  Home 

3'/2  Baths,  Large  Panelled  Family  Room 
with  raised  hearth  Fireplace,  Large  living 
room.  Sun  room,  Breakfast  room,  large 
Recreation  room.  13  rooms  plus  lots  of 
extra  space  in  dry  cellar  and  walk-up  attic. 
Two  large  bow  windows,  intercom,  loft  in 
garage,  two  zone  forced  hot  water  gas 
heat  (very  low  bills),  one  acre  lot  with 
beautiful  tall  trees  and  exclusive  neighbor- 
hood, bordering  R.  I.  Country  Club  prop- 
erty (2  sides).  View  of  Narragansett  Bay 
and  Echo  Lake.  Many  other  extras.  Built 
1960. 

Firm  $85,000  through  your  broker  or  ours. 
For  direct  negotiation,  phone  me  at  my 
home  (245-2755)  nights  or  weekends  or 
my  office,  R.  A.  DEROSIER  AGENCY,  54 
Custom  House  Street,  Providence,  Rhode 
Island  02903. 


Wherever  you  go, 
forget  your  telephone 
calls.  We  ll  take  them 
for  you,  day  or  night. 

MEDICAL  BUREAU 
of  the 

Providence  Medical  Association 
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MUNROE  MILK 

As  in  most  things,  there  is  a 
"perfectionist”  ...  and  with 
milk  and  dairy  products,  we  at 
Munroe  are  just  that. 

Latest  scientific  equipment  and 
techniques  of  the  most  modern 
dairy,  as  well  as  constant  care 
that  our  name  goes  on  only  the 
very  best,  is  your  assurance  of 
uniform  quality,  consistently. 

It's  been  that  way  with  us 
since  1881. 


A LITTLE  FRESH  AIR 

I found  out  something  tonight  that  I never  really 
thought  I valued  so  very  much.  Some  of  the  staff 
including  myself  are  in  the  middle  of  getting  out 
the  Christmas  issue  of  the  Challenge  for  you  fine 
people.  We  had  to  work  over-time  in  the  print 
shop.  Tonight  we  finished  about  seven-thirty,  and 
we  had  to  walk  across  the  prison  yard  to  get  back 
to  the  cell  blocks.  Don’t  worry,  we  weren't  alone; 
the  shop  instructor  escorted  us  across  the  yard. 
I've  been  locked  up  for  about  one-and-a-half  years 
and  I’ve  never  been  out  doors  at  night  for  all  the 
time  that  I have  been  away.  I walked  out  of  the 
door  and  started  to  walk  across  the  yard  and  all 
of  a sudden  it  hit  me.  The  cool  night  air.  I really 
can't  explain  the  feeling  that  I experienced  tonight, 
but  I can  say  that  it  was  something  that  I never 
really  felt  before.  I felt  free,  but  I wasn’t.  I felt 
like  a man.  The  air  hit  my  face  and  it  was  clean. 
It  was  altogether  different  than  walking  in  the  yard 
in  the  day  like  I do  everyday.  I really  can’t  say 
why.  1 guess  that  maybe  it’s  because  there  wasn't 
anyone  else  there.  I’ve  walked  at  night  when  I was 
free,  but,  I guess  like  a lot  of  other  people  I took 
it  for  granted.  I took  for  granted  the  Godgiven 
right  of  breathing  fresh  air.  I felt  like  yelling  at 
the  top  of  my  lungs.  I don’t  mean  to  frighten  you, 
but  I’m  trying  to  get  across  to  you  how  I felt.  I 
hope  that  I have  succeeded  in  bringing  you  a little 
closer  to  us.  We  are  human  and  we  need  what  all 
other  human  beings  need.  A little  fresh  air  . . . 

. . . Reprinted  from  The  Challenge,  Rhode 
Island  Adult  Correctional  Institution,  Hol- 
iday Special  Issue,  1968-1969 
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(Concluded  from  Page  135) 

Adjournment 

The  paper  was  discussed  by  members. 

The  meeting  was  adjourned  at  10:15  p.m. 
Collation  was  served 
Attendance:  37 

Joseph  E.  Caruolo,  m.d. 
Secretary 
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high  under 
the  cuff. 


he  forgets  he  has  hypertension,  gets  hot 
under  the  collar. . . high  under  the  cuff. 

For  such 

patients,  consider 


Regrotori 

chlorthalidone  50  mg. 
reserpineU.S.P.  0.25  mg. 


To  lower  blood  pressure 

and  allay  anxiety  in  hypertension. 

For  brief  summary  of  prescribing  infor- 
mation, see  next  page. 


Hof  . 
under 

the  collar 


Regroton  Geigy 

chlorthalidone  50  mg. 
reserpineU.S.P.  0.25  mg. 

the  once-a-day  tablet  for  anxious  hypertensives 

Regroton  is  a combination  of  two  basic 
antihypertensives  designed  to  lower  blood 
pressure  and  allay  anxiety  in  hypertension. 

With  Regroton  he  can  keep  his  shirt  on 
and  you  can  keep  his  blood  pressure  down. 

Before  prescribing,  please  review  carefully 
the  indications,  contraindications, 
warning,  precautions,  adverse  reactions 
and  dosage  information  below. 
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Regroton  ® 

Each  tablet  contains: 
chlorthalidone  50  mg 
reserpme  U S.P  0 25  mg 

Indications.  Hypertension 
Contraindications:  History  of  men- 
tal depression,  hypersensitivity 
and  most  cases  of  severe  renal  or 
hepatic  diseases 
Warning . With  the  administration 
of  enteric-coated  potassium  sup- 
plements, which  should  be  used 
only  when  adequate  dietary  sup- 
plementation is  not  practical,  tne 
possibility  of  small-bowel  lesions 
(obstruction,  hemorrhage,  and 
perforation)  should  be  kept  in 
mind.  Surgery  for  these  iesions 
has  frequently  been  required  and 
deaths  have  occurred.  Discontinue 
coated  potassium-conta  ning  for- 
mulations immediately  if  abdom- 
inal pain,  distention,  nausea, 
vomiting,  or  gastrointestinal  bleed- 
ing occur.  Discontinue  one  week 
before  electroshock  therapy,  and 
if  depression  or  peptic  ulcer 
occurs. 

Use  in  pregnancy:  Because  chlor- 
thalidone may  cross  the  placental 
barrier  and  appear  in  cord  blood 
and  thiazides  may  appear  in 
breast  milk,  this  drug  should  be 
used  with  care  in  pregnant  pa- 
tients and  nursing  mothers.  When 
used  in  women  of  childbearing 
age,  the  potential  benefits  of  the 
drug  should  be  weighed  against 
the  possible  hazards  to  the  fetus. 
Use  of  chlorthalidone  may  result  in 
fetal  or  neonatal  jaundice,  throm- 
bocytopenia. and  possibly  other 
adverse  reactions  which  have  oc- 
curred in  the  adult  Increased 
respiratory  secretions,  nasal  con- 
gestion, cyanosis  and  anorexia 
may  occur  in  infants  born  to 


reserpine-treated  mothers. 
Precautions:  Antihypertensive 
therapy  with  this  drug  should  al- 
ways be  initiated  cautiously  in 
postsympathectomy  patients  and 
in  patients  receiving  ganglionic 
blocking  agents,  other  potent  anti- 
hypertensive drugs,  or  curare 
Reduce  dosage  of  concomitant 
antihypertensive  agents  by  at 
least  one-half.  To  avoid  hypoten- 
sion during  surgery,  discontinue 
therapy  with  this  agent  two  weeks 
prior  to  elective  surgical  proce- 
dures. In  emergency  surgery,  use, 
if  needed,  anticholinergic  or 
adrenergic  drugs  or  other  sup- 
portive measures  as  indicated. 
Because  of  the  possibility  of  pro- 
gression of  renal  damage  periodic 
kidney  function  tests  are  indicated 
Discontinue  if  the  BUN  rises  or 
liver  dysfunction  is  aggravated. 
Hepatic  coma  may  be  precipitated 
Electrolyte  imbalance  sodium 
and/or  potassium  depletion  may 
occur.  If  potassium  depletion 
should  occur  during  therapy,  the 
drug  should  be  discontinued  and 
potassium  supplements  given, 
provided  the  patient  does  not 
have  marked  oliguria 
Take  particular  care  in  cirrhosis 
or  severe  ischemic  heart  disease 
and  in  patients  receiving  corti- 
costeroids. ACTH,  or  digital  is 
Severe  salt  restriction  is  not 
recommended  Use  cautiously  in 
patients  with  ulcerative  colitis  or 
gallstones  (biliary  colic  may  be 
precipitated).  Bronchial  asthma 
may  occur  in  susceptible  patients 
Adverse  Reactions:  The  drug  is 
generally  well  tolerated  The  most 
frequent  side  effects  are  nausea, 
gastric  irritation,  vomiting,  diar- 
rhea. constipation,  muscle  cramps, 
headache  dizziness  and  acute 


gout.  Other  potential  side  effects 
include  angina  pectoris,  anxiety, 
depression,  bradycardia  and 
ectopic  cardiac  rhythms  (espe- 
cially when  used  with  digitalis), 
drowsiness,  dull  sensorium.  hyper- 
glycemia and  glycosuria,  hyper- 
uricemia, lassitude,  restlessness, 
transient  myopia,  impotence  or 
dysuria,  orthostatic  hypotension 
which  may  be  potentiated  when 
chlorthalidone  is  combined  with 
alcohol,  barbiturates  or  narcotics, 
leukopenia,  aplastic  anemia,  skin 
rashes,  thrombocytopenia,  agranu- 
locytosis. nasal  stuffiness,  in- 
creased gastric  secretions, 
nightmare,  purpura,  urticaria, 
ecchymosis,  weakness,  uveitis, 
optic  atrophy  and  glaucoma,  and 
pruritus  Eruptions  and/or  flushing 
of  the  skin,  a reversible  paralysis 
agitans-like  syndrome  blurred 
vision,  conjunctival  injection, 
increased  susceptibility  to  colds, 
dyspnea,  weight  gain  decreased 
libido,  dryness  of  the  mouth, 
deafness,  anorexia,  and  pan- 
creatitis when  epigastric  pain  or 
unexplained  G I symptoms 
develop  after  prolonged  adminis- 
tration Jaundice,  xanthopsia, 
paresthesia,  photosensitization 
and  necrotizing  angiitis  are 
possible 

Average  Dosage:  One  tablet  daily 
with  breakfast. 

Availability:  Pink,  single-scored 
tablets  in  bottles  of  100  and  1000. 
(BI46-600-C 

For  details,  please  see  complete 
prescribing  intormation. 
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Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley.  New  York  10502 
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LINED  UP  NAKED 

EVERY  MONTH  FOR  INSPECTION 
TO  DETECT  CORPULENCY. 

THE  SPARTANS  WERE  SO  CONCERNED 
WITH  GOOD  PHYSIQUE  THAT  FAT 
CITIZENS  WERE  ASSIGNED 

SPECIAL  EXERCISES / 


to  IS  GREATEST  IN  THE  MONTHS: 
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rCost  of 

AMBAR  EXTENTABS 


IS  APPROXIMATELY 
ONE-HALF  THAT  OF 
OTHER  LEADING 
x APPETITE 
> SUPPRESSANTS. 


AN  IMPORTANT  FACTOR 
N LONG-TERM  THERAPY! 


(NTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


; Ambar  Extentab  before  breakfast  can 
' control  most  patients’  appetite  for  up 
2 hours.  Methamphetamine,  the  appe- 
suppressant,  gently  elevates  mood  and 
'S  overcome  dieting  frustrations.  Pheno- 
fftal,  the  sedative  in  Ambar,  controls  irritability  and 
ety... helps  maintain  a state  of  mental  calm  and  equa- 
ity.  Both  work  together  to  ease  the  tensions  that  erode 
willpower  during  periods  of  dieting. 

> available:  Ambar  #1  Extentabs®— methamphetamine 
rochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Wam- 
may  be  habit  forming). 


AMBAR '2 

EXTENTABS 


methamphetamine  HC1  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


BRIEF  SUMMARY /Indications:  Ambar 
suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  h.  robins  company,  BINS 


RICHMOND,  VA.  23220 


IN  THE  EDITOR'S 


MAILBOX 


To  the  Editor: 

The  paper  published  in  the  January  1969  issue 
of  the  Journal,  by  Muriel  Sadler,  titled  "A  Pilot 
Program  in  Health  Education  Related  to  the  Haz- 
ards of  Cigarette  Smoking,”  was  of  great  interest 
to  me,  as  I was  one  of  the  physicians  involved  in 
the  study.  If  I may,  I would  like  to  make  a few 
comments  regarding  this  project. 

This  program  was  conceived  and  initiated  by  the 
East  Providence  L;nit  of  the  American  Cancer  So- 
ciety. The  East  Providence  School  Department 
very  graciously  cooperated  with  us  in  carrying  out 
this  study  in  one  school  in  East  Providence  in  1967. 
The  program  was  enthusiastically  received  by  the 
school  and  its  students.  The  other  physicians,  Drs. 
Joseph  Karas  and  Robert  Lord,  who  helped  in 
delivering  these  talks,  and  myself,  were  deeply  im- 
pressed by  the  apparent  effectiveness  of  the  pre- 
sentations on  the  students,  as  judged  by  their  re- 
actions and  those  of  their  parents.  A questionnaire 
sent  home  with  the  children  indicated  hearty  pa- 
rental approval  of  the  program  by  128  of  the  130 
with  an  urging  to  continue  the  project.  The  follow- 
ing year  plans  were  made  to  carry  the  program 
to  all  of  the  sixth  grades  in  East  Providence,  but 
the  School  Department  declined  the  opportunity. 

The  conclusions  drawn  from  the  pilot  study  are 
of  questionable  validity  for  several  reasons.  The 
students  were  from  a single  school  and  a similar 
socio-economic  neighborhood  which  was  not  rep- 
resentative of  a cross-section  of  the  community.  A 
relatively  small  number  of  students  answering  these 
questions  incorrectly  (either  boasting  about  or  try- 
ing to  hide  their  habits)  could  seriously  skew  the 
results  in  either  direction.  It  is  entirely  likely  that 
more  students  smoked  by  the  next  year,  but  when 
one  considers  that  only  one  attempt  at  smoking 
was  necessary  to  provide  a positive  answer  to  that 
question,  the  significance  wanes.  Of  more  positive 
significance  is  the  apparent  decrease  in  the  amount 
of  smoking  done  by  the  established  smokers  who 
had  become  one  year  older  and  theoretically  sub- 
jected to  more  temptation  by  their  peers. 

Though  most  of  the  students  who  smoke  seem 
to  blame  their  peers  for  creating  their  interest  in 
the  habit,  it  is  difficult  to  overlook  the  fact  that 
about  of  the  students  had  at  least  one  parent 
who  smoked,  thus  tacitly  condoning  the  practice. 
Probably  one  of  the  most  important  side  effects  of 
the  entire  project  was  the  large  number  of  parents 
who  either  stopped  or  attempted  to  give  up  smok- 
ing as  a result  of  their  children's  discussion  of  the 
subject  following  exposure  to  the  program. 


It  has  been  my  experience  and  that  of  Dr.  Ka- 
ras, in  carrying  this  program  to  numerous  other 
schools  throughout  the  state  at  the  sixth  grade  level, 
that  the  students  have  been  greatly  impressed  by 
the  presented  material.  We  feel  that  a constant 
assault  on  the  sensibilities  of  these  young  people, 
particularly  at  this  age  level,  will  be  the  most 
productive  method  in  dissuading  them  from  ac- 
quiring the  smoking  habit.  A second  and  very 
powerful  result  of  this  type  of  program  is  the  ef- 
fect on  the  parental  smoking  pattern.  It  is  very 
difficult  for  any  parent  to  justify  a continued 
smoking  habit  to  a child  who  has  just  seen  lung 
specimens  containing  malignant  disease. 

We  feel  that  greater  efforts  should  be  made  to 
step  up  the  presentation  of  this  material  in  the 
schools,  and  that  it  should  be  supplemented  at  reg- 
ular intervals  by  the  teachers  or  outside  profes- 
sionals throughout  the  remaining  school  years. 

In  conclusion,  I would  point  out  that  the  most 
immediate  concrete  result  of  the  pilot  program  was 
that  the  principal  of  the  school  in  which  the  study 
was  carried  out  gave  up  smoking  and  has  not  re- 
turned to  the  habit  since  that  time. 

John  C.  Lathrop,  m.d. 

President, 

East  Providence  Unit 

American  Cancer  Society 
110  Lockwood  St., 

Providence.  R.I.  02903 

* * * 

Mrs.  Sadler  was  asked  to  comment  on  this  let- 
ter. Her  reply  follows: 

To  the  Editor: 

If  I may,  I wish  to  make  a few  comments  on 
Dr.  Lathrop's  letter  regarding  my  paper  on  the 
"Pilot  Program  in  Health  Education  Related  to 
the  Hazards  of  Cigarette  Smoking.” 

Somehow  I seem  to  get  the  distinct  feeling  that 
the  main  complaint  of  Drs.  Lathrop,  Karas,  and 
Lord  is  that  they  were  not  given  full  credit  for 
their  efforts  in  this  project.  I thought,  apparently 
erroneously,  that  they  were  contributing  their 
services  in  the  interest  of  community  health  rather 
than  for  personal  gain  or  recognition.  Be  that  as 
it  may.  it  must  be  remembered  that  this  study  was 
done  for  a course  requirement  at  Rhode  Island 
College,  the  emphasis  being  on  research  procedures, 
and  individual  names  of  participating  members  of 
the  project  being  researched  are  irrelevant. 

(Continued  on  Page  194) 
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his  ulcer  did  not  heal...until  its  surface  was  cleared  of  dead  tissue  and  debris 


By  helping  to  remove  dead  tissue  and  debris  from  the  ulcer’s 
surface,  ELASE  Ointment  creates  a better  environment  for  the 
elimination  of  infection,  for  healthy  granulation  ...for  healing. 

Its  lytic  enzymes  effectively  break  down  DNA  in  dead  leuko- 
cytes and  other  debris . . . the  fibrin  in  blood  clots,  serum,  and 
purulent  exudates. . . and  the  denatured  proteins  in  necrotic 
tissue.  Protein  elements  of  living  tissue  are  relatively  un- 
affected. ELASE  Ointment  is  indicated  in  stasis  ulcers  and  in 
other  infected  or  inflamed  ulcers  caused  by  circulatory  distur- 
bances. In  cases  requiring  skin  grafting,  it  is  used  preoperatively 
for  debridement.  For  ambulatory  patients  debridement  with 
ELASE  Ointment  is  a convenient  therapy  and  a regimen  likely 
to  be  followed.  Precautions:  Observe  usual  precautions  against 
allergic  reactions,  particularly  in  persons  with  a history  of 
sensitivity  to  materials  of  bovine  origin  or  to  mercury  com- 
pounds. Adverse  Reactions:  Side  effects  attributable  to  the 
enzymes  have  not  been  a problem  at  the  dose  and  for  the 
indications  recommended.  Discussion:  Successful  use  of 
enzymatic  debridement  depends  on  several  factors:  (1)  dense, 
dry  eschar,  if  present,  should  be  removed  surgically  before 
enzymatic  debridement  is  attempted;  (2)  the  enzyme  must  be  in 
constant  contact  with  the  substrate;  (3)  accumulated  necrotic 
debris  must  be  periodically  removed;  (4)  the  enzyme  must  be 
replenished  at  least  once  daily;  and  (5)  secondary  closure  or 
skin  grafting  must  be  employed  as  soon  as  possible  after 
optimal  debridement  has  been  attained.  It  is  further  essential 
that  wound-dressing  techniques  be  performed  carefully  under 
aseptic  conditions  and  that  appropriate  systemically  acting 
antibiotics  be  administered  concomitantly  if,  in  the  opinion  of 
the  physician,  they  are  indicated.  Available:  ELASE  Ointment  is 
supplied  in  30-Gm.  tubes  containing  30  units  (Loomis)  of 
fibrinolysin  and  20,000  units  of  desoxyribonuclease  with 
0.12  mg.  thimerosal  (mercury  derivative);  and  in  10-Gm.  tubes 
containing  10  units  of  fibrinolysin  and  6,666  units  of  desoxy- 
ribonuclease with  0.04  mg.  thimerosal.  ELASE  Ointment  has  a 
special  base  of  liquid  petrolatum  and  polyethylene;  contains 
sodium  chloride  and  sucrose  used  during  manufacture;  is 
stable  at  room  temperature  through  the  expiration  date  stated 
on  the  package. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 


FIRST  APPLICATION 

ELASE  Ointment  is  applied  to  a deep  ulceration  of  a finger. 


EIGHTEEN  DAYS  LATER 

Healing  has  progressed  rapidly  without  interruption  or 
interference  from  any  accumulated  purulence  or 
necrotic  tissue.  Greatly  reduced  size  of  lesion  and 
minimal  scar  tissue  indicate  quality  and  vigor  of 
healing  which  is  almost  complete. 


\'~  A 

A. 


PARKE-DAVIS 


to  aid  in  debridement 
to  facilitate  healing 
in  chronic  cutaneous  ubiers... 

Elase  Ointment 

(fibrinolysin  and  desoxyribonuclease, 
combined, [bovine]  ointment) 

PARKE-DAVIS 


48160 


lubadub  lubadul 

His  heart  tells  him  he’s  an  invalid. 

You  know  he’s  not. 


Photograph  professionally  posed. 
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Contraindications:  History  of  sensitivity  to  meprobamate. 


Important  Precautions:  Carefully  supervise  dose  and 
amounts  prescribed,  especially  for  patients  prone  to 
overdose  themselves.  Excessive  prolonged  use  has  been 
reported  to  result  in  dependence  or  habituation  in  suscep- 
tible persons,  as  alcoholics,  ex-addicts,  and  other  severe 
psychoneurotics.  After  prolonged  excessive  dosage, 
reduce  dosage  gradually  to  avoid  possibly  severe  withdrawal 
reactions.  Abrupt  discontinuance  of  excessive  doses  has 
sometimes  resulted  in  epileptiform  seizures. 

Warn  patients  of  possible  reduced  alcohol  tolerance,  with 
resultant  slowing  of  reaction  time  and  impairment  of 
judgment  and  coordination. 

Reduce  dose  if  drowsiness,  ataxia  or  visual  disturbance 
occurs;  if  persistent,  patients  should  not  operate  vehicles 
or  dangerous  machinery. 

Side  Effects  include  drowsiness,  usually  transient;  if 
persistent  and  associated  with  ataxia,  usually  responds  to 
dose  reduction;  occasionally  concomitant  CNS  stimulants 
(amphetamine,  mephentermine  sulfate)  are  desirable. 
Allergic  or  idiosyncratic  reactions  are  rare,  but  such 
reactions,  sometimes  severe,  can  develop  in  patients 
receiving  only  1 to  4 doses  who  have  had  no  previous 
contact  with  meprobamate.  Previous  history  of  allergy  may 
or  may  not  be  related  to  incidence  of  reactions.  Mild 
reactions  are  characterized  by  itchy  urticarial  or 
erythematous  maculopapular  rash,  generalized  or  confined 
to  groin.  Acute  nonthrombocytopenic  purpura  with 
cutaneous  petechiae,  ecchymoses,  peripheral  edema  and 
fever  have  been  reported.  One  fatal  case  of  bullous 
dermatitis  following  intermittent  use  of  meprobamate  with 
prednisolone  has  been  reported.  If  allergic  reaction 
occurs,  meprobamate  should  be  stopped  and  not 
reinstituted.  Severe  reactions,  observed  very  rarely,  include 
angioneurotic  edema,  bronchial  spasms,  fever,  fainting 
spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis, 


xiety  is  expected  in  the  cardiovascular  patient, 
ittle  may  even  be  desirable. 

It  when  anxiety  is  exaggerated  . . . when  it 
5rferes  with  sleep  . . . when  it  aggravates 
diovascular  symptoms,  your  help  may 
needed. 

turally,  you’ll  want  to  reassure  the  patient. 

d perhaps  prescribe  Equanil  (meprobamate) 
adjunctive  therapy.  It  helps  relieve  anxiety 
i tension  specifically,  yet  gently. 

nost  15  years’  use  has  shown  that  Equanil 
jsually  well  tolerated  as  well  as  effective, 
e effects  are  generally  limited  to  transient 
iwsiness;  serious,  therapy-interrupting 
ie  effects  are  rare. 


stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat 
symptomatically  as  with  epinephrine,  antihistamine  and 
possibly  hydrocortisone.  Aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis  and  hemolytic 
anemia  have  occurred  rarely,  almost  always  in  presence  of 
known  toxic  agents.  A few  cases  of  leukopenia  usually 
transient,  have  been  reported  on  continuous  administration. 
Meprobamate  may  sometimes  precipitate  grand  mal 
attacks  in  patients  susceptible  to  both  grand  and  petit  mal. 
Extremely  large  doses  can  produce  rhythmic  fast  activity 
in  the  cortical  pattern.  Impairment  of  accommodation  and 
visual  acuity  has  been  reported  rarely.  After  excessive 
dosage  for  weeks  or  months,  withdraw  gradually  (1  or  2 
weeks)  to  avoid  recurrence  of  pretreatment  symptoms 
(insomnia,  severe  anxiety,  anorexia).  Abrupt  discontinuance 
of  excessive  doses  has  sometimes  resulted  in  vomiting, 
ataxia,  tremors,  muscle  twitching  and  epileptiform 
seizures.  Prescribe  very  cautiously  and  in  small  amounts 
for  patients  with  suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor  and  respiratory 
collapse  and  anuria.  Excessive  doses  have  resulted  in 
prompt  sleep;  reduction  of  blood  pressure,  pulse  and 
respiratory  rates  to  basal  levels;  and  occasionally 
hyperventilation.  Treat  with  immediate  gastric  lavage  and 
appropriate  symptomatic  therapy.  (CNS  stimulants  and 
pressor  amines  as  indicated.)  Doses  above  2400  mg. /day 
are  not  recommended. 

Composition:  Tablets,  200  mg.  and  400  mg.  meprobamate. 
Coated  Tablets,  WYSEALS®  EQUANIL  (meprobamate) 

400  mg.  (All  tablets  also  available  in  REDIPAK®  [strip 
pack],  Wyeth.)  Continuous-Release  Capsules, 

EQUANIL  L-A  (meprobamate)  400  mg. 

Wyeth  Laboratories  Philadelphia,  Pa. 


Equanif 

(meprobamate) 


A little  sunshine 
for  summer  cold 
and  allergy 
sufferers. 


vahistine  LP  can  brighten  things  in 
urry  for  your  summer  cold  and 
;rgy  patients. 

sse  continuous-release,  deconges- 
t tablets  contain  a vasoconstrictor- 
ihistamine  formulation  that  goes  to 
rk  promptly  and  usually  provides 
active  relief  even  in  those  cases 
lasal  congestion  caused  by  repeated 
rngic  episodes. 

d,  convenient  twice-a-day  dosage 


with  Novahistine  LP  lets  most  patients 
enjoy  relief  all  day  and  all  night. 

Use  with  caution  in  patients  with 
severe  hypertension,  diabetes 
mellitus,  hyperthyroidism  or  urinary 
retention.  Caution  ambulatory  patients 
that  drowsiness  may  result. 

PITMAN-MOORE  Division  of 
The  Dow  Chemical  Company, 
Indianapolis,  Indiana. 


Novahistine 
LP 


decongestant 


(Each  tablet  contains  25  mg.  of  phenylephrine 
hydrochloride  and  4 mg.  of  chlorpheniramine 
maleate.) 


IN  THE  EDITOR'S  MAILBOX 

(Continued  from  Page  192) 

Dr.  Lathrop  states  that  he  and  his  colleagues 
"were  deeply  impressed  by  the  apparent  effect  of 
the  presentations  to  the  students,  as  judged  by 
their  reactions  and  those  of  their  parents."  No  one 
can  deny  the  immediate  effect  that  a piece  of  dis- 
eased lung  tissue  in  a jar  would  have  on  any  per- 
son. The  long  range  effect,  however,  is  what  we 
should  be  striving  for  here,  and  the  everyday  pull 
for  peer  conformity  seems  to  have  the  greater  ef- 
fect long  after  the  shock  of  the  malignant  lung 
tissue  is  forgotten. 

The  conclusions  drawn  from  the  study  do  not 
seem  valid  to  Dr.  Lathrop.  He  says  that  ‘‘the  stu- 
dents were  from  a single  school  and  a similar  socio- 
economic neighborhood  which  was  not  a cross  sec- 
tion of  the  community.”  This  is  true,  as  this  is 
all  that  this  particular  study  attempted  to  do  — 
to  compare  students'  habits  and  attiudes  after  hav- 
ing had  this  particular  program  with  that  of  stu- 
dents in  the  same  school  who  had  not.  The  con- 
clusions drawn  did  not  in  any  way  state  that  the 
results  applied  to  any  other  group  of  students  other 
than  those  researched. 

I cannot  accept  the  statement  that  the  conclu- 
sions were  not  valid  because  of  the  possibility  of 


TB 
is  still 
around. 


In  1967  almost  45,000  new  active  cases  were 
reported.  Isn’t  that  a good  reason  to  make  tubercu- 
lin testing  with  the  white  LEDERTINE™  Applicator 
a routine  part  of  your  physical  examinations? 

X TUBERCULIN 
r TINE  TEST 

(Rosenthal)  with  Old  Tuberculin 

Precautions:  With  a positive  reaction,  consider  further 
diagnostic  procedures.  Use  with  caution  in  persons  with 
active  tuberculosis  or  known  allergy  to  acacia.  Vesicula- 
tion,  ulceration,  or  necrosis  may  occur  at  the  test  site  in 
highly  sensitive  persons. 


LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  N.  Y. 

*77-9 


incorrect  answers  given  by  the  students.  The  ques- 
tionnaire did  not  ask  for  the  students  name;  what 
would  be  the  point,  therefore,  of  ‘‘boasting  or  try- 
ing to  hide  their  habits”  if  no  one  would  ever 
know  their  answers?  This  point  was  made  very 
clear  to  the  students  before  the  questionnaire  was 
given  to  avoid  just  such  a possibility. 

Dr.  Lathrop  goes  on  to  say  that  the  most  im- 
portant side  effect  of  the  project  “was  the  large 
number  of  parents  w‘ho  either  stopped  or  attempted 
to  give  up  smoking  as  a result  of  their  children's 
discussion  of  the  subject  following  exposure  to 
the  project.”  I wonder  where  Dr.  Lathrop  gets  this 
information.  If  he  got  it  from  a show  of  hands  in 
the  classroom,  couldn't  this  be  boasting?  If  he  got 
it  from  my  Table  3,  then  he  misread  the  table. 
There  is  no  indication  there  that  these  parents  gave 
up  smoking  because  of  their  children's  home  dis- 
cussion. Reasons  were  not  asked  for,  just  the  fact 
itself  of  whether  or  not  abstinence  had  been  at- 
tempted or  acquired. 

The  last  point  that  Dr.  Lathrop  makes  seems 
pitiably  thin — "that  the  most  immediate  and  con- 
crete result  of  the  pilot  program  was  that  the  prin- 
cipal of  the  school  in  which  the  study  was  carried 
out  gave  up  smoking.”  One  man  has  given  up  the 
habit  and  this  is  most  immediate  and  concrete?  I 
wonder  if  the  students  in  this  school  know  of  this 
fact,  as  I cannot  conceive  of  his  smoking  in  the 
school  in  front  of  the  students  anyway.  I would 
say  that  if  the  study  showed  that  there  was  a defi- 
nite difference  in  the  number  of  students  smoking 
as  a regular  habit  among  those  who  had  had  the 
program  and  among  those  who  had  not,  then  we 
would  have  an  immediate  and  concrete  result. 

I have  recently  learned  that  the  East  Providence 
School  Department  has  added  a new  approach 
this  year  to  the  program.  Xon-smoking  high  school 
students  are  being  brought  in  to  the  junior  highs 
to  discuss  the  smoking  hazards.  This  would  seem 
to  be  a most  logical  approach.  As  peer  group  con- 
formity is  undeniable,  having  other  students  as 
close  to  the  peer  group  as  possible  discussing  the 
hazards  should  have  a definite  effect. 

The  above  rebuttals  are  in  no  way  to  be  con- 
strued as  disparaging  by  our  good  Doctors.  I just 
felt  a need  to  justify  my  research  project  and  sin- 
cerely hope  that  these  doctors  as  well  as  others 
will  continue  to  serve  the  youth  of  our  communi- 
ties in  this  vital  area  of  health  education.  Their 
contribution  is  greatly  appreciated  by  all  con- 
cerned, and  the  hope  is  that  such  programs  will 
not  only  be  expanded  in  the  future  but  also  begun 
at  an  earlier  age  level. 

Muriel  Sadler 

80  Jay  Street. 

Rumford,  R.I.  02916 
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iw  back  pain 
uscla  spasm 


postmenopausal  and  geriatric  patients,  low  back 
5in  of  unspecified  origin  may  be  symptomatic  of  the 
jrly  stages  of  osteoporosis  and  calcium  depletion, 
•eatment  with  Calcium-Forte,  a form  of  calcium 
adi ly  available  for  absorption,  may  help  to  restore  a 
Dsitive  calcium  balance.  In  doing  so,  often  it  can 
leviate  the  symptoms  and  help  to  arrest  the  progress 
osteoporosis  by  preventing  further  skeletal  damage. 

ie  packet  of  Calcium-Forte  contains  the  equivalent  of 
DO  mg.  elemental  calcium,  the  same  amount  found  in 
le-half  quart  of  milk. 

pleasant  tasting  □ highly  concentrated 
readily  soluble 

dications:  As  an  adjunctive  measure  for  major  calcium 
• pletion  states,  which  require  elemental  intakes  higher  than 
rmal  dietary  supplements  can  provide,  such  as  the  initial 
ages  of  postmenopausal  and  senile  osteoporosis  and  advanced 
■ teoporosis;  also  adjunctively  with  Vitamin  D for  the  treatment 
1 mild  or  latent  hypocalcemic  tetany. 


Contraindications:  Lithiasis,  hypercalcemia,  cardiac  or 
renal  failure. 

Precautions:  If  the  patient  has  a history  of  renal  disease, 
administration  of  Effervescent  Calcium  Granules  should  be 
accompanied  by  abundant  intake  of  acidulous  liquids  such  as 
fruit  juices  to  avoid  hypercalciuria.  Should  hypercalciuria  occur, 
dosage  should  be  reduced  accordingly.  Due  consideration 
should  be  given  to  the  sodium  content  of  Effervescent  Calcium 
Granules  when  treating  patients  requiring  low  sodium  diets. 

Side  Effects:  In  high  doses  may  cause  indigestion  or  diarrhea. 
Constipation  may  occur  occasionally. 

Composition:  Each  packet  of  orange-flavored  Effervescent 
Calcium  Granules  contains  2.94  grams  of  the  double  salt  calcium 
lactate-gluconate  and  0.30  grams  of  calcium  carbonate 
(also  contains  325  milligrams  of  sodium  per  packet). 

New 

CALCIUM FORTE 

(Effervescent  Calcium)  Granules 


SANDOZ  PHARMACEUTICALS  . HANOVER.  N I.  SANDOZ 


MMT 


Book  Reviews 


CONFLICT  IN  SOCIETY.  A Ciba  Foundation 

Symposium  Volume.  Edited  by  Anthony  de 

Reuck  and  Julie  Knight.  Little,  Brown  and  Com- 
pany, Boston,  1966.  $13.00 

In  1963  three  Englishmen  trying  to  establish  a 
Conflict  Research  Society  in  the  United  Kingdom 
suggested  the  idea  of  a symposium  on  Conflict  in 
Society.  In  1965  Ciba  brought  together  twenty- 
two  specialists  under  the  chairmanship  of  Prof. 
Alex  Haddow.  Prof.  Haddow,  Director  of  a Re- 
search Institute  at  the  Royal  Cancer  Hospital, 
London,  had  evolved  from  bacteriologist  to  path- 
ologist to  membership  in  Ciba's  Executive  Coun- 
cil, as  well  as  being  President  of  the  Medical  As- 
sociation for  the  Prevention  of  War  and  a member 
of  the  British  Group  for  World  Government.  In 
his  search  for  a true  understanding  of  the  basis  of 
conflict  and  aggression  he  had  concluded  that  no 
reliance  could  be  placed  in  formal  treaties  and  that 
confidence  in  international  understanding  must 
come  first.  (The  lone  psychologist  on  the  panel 
later  kept  stressing  how  important  was  the  origin 
of  trust  in  each  individual,  its  beginning  in  the 
mother-child  relationship,  and  its  development 
thereafter  toward  trust  and  confidence  in  another 
out  of  the  family  group.) 

Of  the  23  participants,  the  chairman  and  9 oth- 
ers were  from  the  United  Kingdom.  Eight  were 
from  the  USA;  two  were  from  the  Netherlands, 
and  one  each  from  Norway,  Poland  and  India. 
There  were  four  Sociologists;  they  included  the 
only  woman  member;  one  of  them  was  a statisti- 
cian. Three  of  the  twenty-three  were  associated 
with  law  schools.  Three  were  psychologists;  two 
were  in  university  departments  of  international 
affairs.  There  were  two  anthropologists  and  two 
economists.  Ethology,  psychiatry,  philosophy,  men- 
tal health,  political  science,  and  cultural  history 
were  represented  by  one  each. 

The  topics,  and  interspersed  discussions,  were 
arranged  to  begin  at  simple  and  primitive  levels 
of  social  organization  (individual  animals  and 
groups  of  animals.)  Progressively  and  in  sequence 
the  subject  matter  then  dealt  with  individual  hu- 
mans, small  groups  of  humans,  human  organiza- 
tions, cities,  nations,  and  finally  the  international 
society. 

The  various  papers  already  represent  a tele- 
scoping and  condensation  of  much  material  and 
information  that  further  summarizing  would  rob 
them  of  meaning.  To  re-integrate  this  into  broad 
conclusions  would  simplify  them  ad  absurdum. 


Some  of  the  general  ideas  that  this  reviewer  ob- 
tained were  as  follows: 

There  is  confusion,  depending  upon  cultural 
background,  between  aggression  as  a drive  or  mo- 
tivation and  aggression  as  a form  of  behavior. 
Whether  behavior  is  seen  as  aggressive  or  hostile 
or  conflictual  seems  to  depend  on  which  side  you 
are  on. 

If  all  human  beings  agreed  on  what  this  world 
should  be  like  in  30  years  (one  generation)  and 
all  child-rearing  practices  (including  the  ego  of 
every  mother  of  a newborn)  were  programmed  in 
this  direction  (with  agreement  on  the  constructive 
direction  of  agressive  drives),  then  man's  aggres- 
sive drives  would  be  conditioned  toward  behavior 
compatible  with  that  world.  Until  that  Utopia,  we 
shall  have  to  adapt  to  Nature’s  only  constant  law, 
the  law  of  variability,  and  learn  to  adapt  to,  ad- 
just to,  and  put  up  with  the  varieties  of  aggressive 
behavior  that  different  cultures  and  subcultures 
have  learned  is  expected  of  them. 

When  the  peoples  of  different  cultures  work  to- 
gether on  something  in  common,  there  appears  to 
be  less  evidence  of  what  any  culture  would  consider 
destructive  aspects  of  aggression.  When  groups 
polarize  into  “either-or,”  “pro  or  con,”  “good  or 
bad.”  or  are  so  designated  (a  basic  neurologic 
function,  the  discriminating  of  differences),  oppo- 
sitional forces  lead  to  confrontation,  challenge, 
elimination  of  “gray  areas"  for  exploration,  and  the 
destructive  use  of  aggressive  drives.  Lender  the 
stress  of  frustration  we  regress  to  “the  paranoid- 
schizoid  set”  of  our  culture,  isolate  ourselves, 
blame  “the  others”  and  avoid  personal  involvement 
and  responsibility. 

People  need  leaders  to  serve  as  scapegoats.  Lead- 
ers in  turn  have  to  make  decisions  (take  the 
chances)  while  often  subject  to  an  information 
over-load. 

Urban  society  is  dependent  on  the  consent  of 
the  governed,  on  the  people’s  willingness  to  abide 
by  rules  without  supervision  or  coercion.  (See  the 
conclusions  of  the  investigation  of  the  Chicago 
riots  of  1967-68.) 

Trust  in  the  law  and  its  institutions  (especially 
the  judges)  is  not  part  of  the  social-cultural  hered- 
ity of  most  nations  of  the  world  (including  Rus- 
sia) and  least  of  all  among  the  newer  nations.  It 
seems  to  be  in  the  process  of  being  bred  out  of 
existence  in  the  USA  and  even  in  England  which 
played  the  largest  role  in  presenting  and  maintain- 
ing the  concept  of  due  process  of  law.  And  the  law 
'( Continued  on  Page  197) 
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vacation  in 

a vial: 

the  spasm 
reactors 
in  your  practice 
deserve 


‘the  cDonnatalcEffect” 


each  tablet,  capsule  or  each  Donnatal  each 

5 cc.  of  elixir  (23%  alcohol)  No.  2 Extentab® 


yoscyamine  sulfate 

0.10.37  mg. 

0.1037  mg. 

0.3111  mg. 

:ropine  sulfate 

0.0194  mg. 

0.0194  mg. 

0.0582  mg. 

yoscine  hydrobromide 

0.0065  mg. 

0.0065  mg. 

0.0195  mg. 

henobarbital  (14  gr.)  16.2  mg. 

Earning:  may  be  habit  forming) 

(%  gr.)  32.4  mg. 

(%  gr.)  48.6  mg. 

A.  H.  ROBINS  COMPANY,  RICHMOND,  VIRGINIA  23220 


Brief  Summary.  Blurring  of  vision,  dry  mouth,  diffi- 
cult urination,  and  flushing  or  dryness  of  the  skin  may 
occur  on  higher  dosage  levels,  rarely  on  usual  dosage. 
Administer  with  caution  to  patients  with  incipient 
glaucoma  or  urinary  bladder  neck  obstruction.  Contra- 
indicated in  acute  glaucoma,  advanced  renal  or  hepatic 
disease  or  a hypersensitivity  to  any  of  the  ingredients. 

AH'ROBINS 


290  tangerines 
or  30  Allbee' with  6. 

Your  patient  would  have  to  peel  and  eat  290  tangerines  a month, 
almost  10  every  day,  to  get  as  much  Vitamin  C as  is  contained  in  just 
one  bottle  of  30  Allbee  with  C capsules  (taken  one  capsule  daily). 

In  addition,  each  capsule  provides  full  therapeutic  amounts  of  the 
B-complex  vitamins.  For  example,  as  much  niacin  as  2 pounds  of  sirloin 
steak.  This  handy  bottle  of  30  Allbee  with  C capsules  gives  your  patient 
a month’s  supply  at  a very  reasonable  cost.  Also  the  economy  size  of 
100.  Available  at  pharmacies  on  your  prescription  or  recommendation. 


30  Capsules 


Allbee  withC 


Each  capsule  Contains: 
Thiamine  mono- 
nitrate (Vit.  B,)  15  mg 

Riboflavin  (Vit.  BJ  10  mg 
Pyridoxine  hydro- 
chloride (V it.  B6)  5 mg 

Niacinamide  50  mg 

Calcium  pantothenate  10  mg 
Ascorbic  acid  (V it.  C)  300  mg 


A.H.  Robins  Company,  Richmond, Va.  23220 


BOOK  REVIEWS 

(Continued  from  Page  196) 
itself  must  change  and  be  ready  to  change  as  our 
awareness  of  reality  changes. 

There  is  need  to  correct  the  “island-culture” 
myth  (English  and  Japanese)  that  large  cities  are 
dens  of  iniquity,  disease  and  trouble,  and  that 
there  is  peace,  health,  and  goodness  only  in  the 
open  country.  In  most  cultures  cities  represent 
the  peak  achievements  of  cultures  — museums, 
entertainment,  transportation,  recreation,  and 
work- variety. 

People  work  best  in  groups  of  8 to  12  because 
such  a number  is  equated  with  an  average-sized 
family  and  is  comfortably  comprehended  and  its 
members  interrelated  with  as  individuals. 

Man  is  not  only  the  only  animal  that  fouls  its 
own  nest;  he  is  also  the  only  animal  that  premedi- 
tates the  killing  of  its  own  kind. 

Conflict  in  Society  is  not  for  one  night’s  reading. 
It  can  not  be  read  casually.  If  you  are  truly  in- 
terested, you  will  find  a wealth  of  information  and 
theories  about  man,  his  individual  and  social  in- 
tegration and  the  problems  of  developing  a more 
mature  one- world. 

Joseph  M.  Zucker,  M.D. 

sjc  4s  ^ ♦ 

THE  HUXLEYS  by  Ronald  W.  Clark.  McGraw- 

Hill  Book  Company,  New  York,  1968. 

Thomas  Huxley,  M.D.  may  and  must  be  viewed 
from  an  infinite  number  of  angles:  self-educated 
physician,  officer  in  the  Royal  Navy,  natural  his- 
torian and  biologist  extraordinaire,  popularizer  of 
the  Darwinian  Theory  of  Evolution,  dominant  fig- 
ure in  the  Royal  Society  for  half  a century,  found- 
er of  a club  which  should  be  as  famous  as  that  of 
Samuel  Johnson,  Professor  of  Zoology,  founding 
member  of  the  School  Board  of  London,  Humanist, 
and  first  agnostic.  His  brother  James  was  a physi- 
cian before  him.  His  two  brothers-in-law,  both  phy- 
sicians, were  his  first  instructors  in  the  apprentice 
system  of  medicine.  His  son  Henry  was  a leading 
physician  in  London.  His  son  Leonard  married 
Julia  Arnold,  a close  relative  of  Matthew  Arnold. 
T.  H.  Huxley’s  two  grandsons  by  this  marriage 
were  Sir  Julian  and  Aldous. 

T.  H.  Huxley  personified  in  his  own  life  his  own 
aphorism  that  “Science  and  Literature  are  not  two 
things  but  two  sides  of  the  same  thing.”  It  does 
appear  strange  in  this  context  that  his  grandson 
Sir  Julian,  primarily  a biologist  who  founded  the 
biology  department  at  Rice  Institute,  was  first 
scientific  director  of  UNESCO,  Professor  of  Zoolo- 
gy at  Oxford,  and  Curator  of  the  London  Zoo, 
should  write  extensively  on  the  Humanist  aspect 
of  science.  His  brother,  Aldous,  primarily  the  writ- 
er, never  failed  to  use  his  intuitive  grasp  of  science 


to  show  with  his  characteristic  cynical  wit  its  fal- 
lacies and  absurdity.  If  science  and  literature  were 
not  enough,  T.  H.  Huxley  himself  was  a gifted  il- 
lustrator, and  at  least  two  of  his  children  were  sim- 
ilarly talented. 

In  The  Huxleys  a further  aspect,  that  of  “Father 
Abraham”  as  the  founder  of  a “chosen  family,”  is 
set  forth,  not  without  foundation.  The  name  Hux- 
ley itself  through  the  fourth  generation  is  now 
firmly  established  in  scientific  circles.  His  grand- 
son Andrew,  half-brother  of  Aldous  and  Sir  Julian, 
received  the  Nobel  Prize  in  1963  in  Physiology. 

This  unusual  physician  was  born  on  May  4, 
1825,  the  son  of  George  Huxley,  an  assistant  school- 
master at  the  Great  Ealing  School,  and  Rachel 
Withers.  It  has  always  seemed  a paradox,  especi- 
ally to  the  author,  that  it  was  the  Withers  who 
personified  all  of  the  Huxley  family  traits  which 
are  worthy  of  admiration.  Thomas  Henry  himself 
said  he  was  always  the  son  of  his  mother.  He  did, 
however,  attribute  his  capacity  to  draw  and  his 
obstinacy  to  his  father.  In  this  writer’s  opinion  it 
may  well  be  that  the  obstinacy  inherited  from  his 
father  stood  him  in  good  stead.  It  has  been  said 
by  one  wit  that  “it  is  as  much  the  lead  in  the 
fanny  that  keeps  a scholar  glued  to  his  seat  as  his 
brain  power  that  makes  his  success  possible.”  This 
certainly  is  true  when  we  consider  Thomas  Henry 
Huxley’s  education.  Due  to  the  death  of  the  head- 
master of  the  Great  Ealing  School  it  was  dis- 
banded, and  at  age  twelve  his  formal  education 
ceased.  Despite  this,  on  his  own,  he  became  pro- 
ficient in  geology,  logic,  and  German.  At  age  four- 
teen he  was  apprenticed  to  one  of  his  brothers-in- 
law,  a Doctor  Cooke.  At  age  fourteen  he  attended 
his  first  portmortem  examination.  Two  years  later 
he  was  apprenticed  to  another  brother-in-  law, 
Doctor  John  Salt,  and  began  his  studies  at  Lon- 
don University.  His  ability  to  concentrate,  his  ob- 
stinacy, and  the  stick-to-it-iveness  of  the  scholar 
led  to  a prize  in  chemistry  and  a free  scholarship 
to  Charing  Cross  Hospital.  For  months  in  prepara- 
tion for  this  examination  he  began  his  studies  regu- 
larly at  8 a.m.  in  the  morning,  never  ceased  before 
midnight,  and  on  numerous  occasions  studied 
through  the  night  with  less  than  one  or  two  hours’ 
sleep.  We  are  reminded  of  the  education  of  Avicen- 
na whose  habits  were  similar,  and  of  the  references 
by  George  Sarton  in  his  History  of  Science  to  Ber- 
noulli's aggravation  that  times  had  so  changed 
that  “no  longer  did  the  scholar  light  his  light  be- 
fore the  craftsman."  One  cannot  emphasize  enough 
the  importance  of  this  intense  intellectual  activity 
in  T.  H.  Huxley's  life  in  those  peak  years  of  edu- 
cation between  the  fourteenth  and  twentieth  birth- 
day. 

Upon  completing  his  formal  medical  education 
(Continued  on  Page  202) 
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To  help  avert 
chronicity 
in  acute  cystitis 


Although  it  may  coexist 
chronic  pyelonephritis  or  pro  A 
titis,  many  cases  of  chronic  cjl 
tis  may  result  from  incomp  4 
treatment  of  a simple,  acute  c j j| 
tis.  For  this  reason,  it  is  be 
increasingly  recommended  t 
appropriate  antibacterial  ther.t 
in  full  dosage  be  maintained  1 
up  to  two  weeks  or  longer. 

Most  frequently,  the  domin 
pathogen  is  gram-negative,  u 
ally  E.  coli;  most  often,  you  \ 
find  Gantanol®  (sulfameth 
azole)  effective  against  E.  1 
and  other  sensitive  organism 
gram-positive  and  gram-negat 
—commonly  seen  in  cystitis  z 
other  urinary  tract  infectio 
Wide  clinical  usage  of  Ganta 
has  confirmed  the  efficacy  of  ti 
wide-spectrum  antimicrobt 
agent  in  the  treatment  of  cysti 

The  rapidity  of  bacterial  m 
tiplication  in  a favorable  urina 
environment  is  well  knovl 
Prompt  control  of  acute  bladi 
infection  is  therefore  essent 


Before  prescribing,  please  consult  cu 
plete  product  information,  a summan 
which  follows: 

Indications:  Acute  and  chronic  urin 
tract,  respiratory  and  soft  tissue  ini 
tions  due  to  susceptible  microorganis 
prophylactically  following  diagnostic 
strumental  procedures  on  genitourin 
tract. 

Contraindicated  in  sulfonamide-sensil| 
patients,  pregnant  females  at  term,  p 
mature  infants,  or  newborn  infants  dfj 
ing  first  3 months  of  life. 

Warnings:  Use  only  after  critical 
praisal  in  patients  with  liver  or  re  * 
damage,  urinary  obstruction  or  blc 
dyscrasias.  Deaths  reported  from 
persensitivity  reactions,  Stevens-John 
syndrome,  agranulocytosis,  aplastic  a 
mia  and  other  blood  dyscrasias.  In  clos 
intermittent  or  prolonged  therapy,  bl« 
counts  and  liver  and  kidney  function  r 
should  be  performed.  Clinical  data  in' 
ficient  on  prolonged  or  recurrent  ther. 
in  chronic  renal  diseases  of  children 
der  6 years. 

Precautions:  Occasional  failures  may 
cur  due  to  resistant  microorganisms.  1 
effective  in  virus  and  rickettsial  ini 
tions.  Sulfonamides  not  recommen' 


> only  to  reduce  the  patient’s 
lomfort  but  to  prevent  chron- 
i|'  and  possible  ascending  in- 
Ion. 

iantanol  (sulfamethoxazole) 
Ivides  antibacterial  activity 
Jiin  two  hours  of  the  initial  2- 
i dose,  and  subsequent  1-Gm 
j‘S,  taken  morning  and  eve- 
1,  maintain  therapeutic  blood 
il  urine  levels  lasting  up  to  12 
irs.  Significant  symptomatic 
• onse  is  frequently  achieved 
in  24  to  48  hours  in  acute, 
implicated  cystitis  and  other 
sonsive  urinary  tract  infec- 
ts. In  addition,  Gantanol  is 
illy  well  tolerated.  Should 
longed  therapy  be  required, 
convenient  b.i.d.  dosage  helps 
linimize  the  problem  of 
tped  doses. 

'ver  eight  years’  clinical  use 
horoughly  demonstrated  the 
ities  that  make  Gantanol  a 
I choice  for  initial  therapy  of 
it  urinary  tract  infections,  in- 
ing  acute  cystitis. 


lerapy  of  acute  infections  caused  by 
o A beta-hemolytic  streptococci.  At 
nt,  penicillin  is  drug  of  choice  in 
group  A beta-hemolytic  streptococ- 
nfections;  although  Gantanol  has 
iced  favorable  bacteriologic  conver- 
rates  in  this  infection,  data  insuffi- 
on  long-term  follow-up  studies  as  to 
ect  on  sequelae  of  rheumatic  fever 
leute  glomerulonephritis.  If  other 
Inent  cannot  be  used  and  Gantanol 
'ployed  in  such  infections,  important 
therapy  be  continued  in  usual  rec- 
I ended  dosage  for  at  least  10  days. 
I've  usual  sulfonamide  therapy  pre- 
pns,  including  adequate  fluid  intake, 
vvith  caution  if  history  of  allergies 
3r  asthma.  Follow  closely  patients 
renal  impairment  since  this  may 
excessive  drug  accumulation.  Need 
idicated  local  measures  or  surgery 
jbviated  in  localized  infections. 

rse  Reactions:  Depending  upon  the 
ity  of  the  reaction,  may  withdraw 
n event  of  headache,  nausea,  vomit- 
rticaria,  diarrhea,  hepatitis,  pancre- 
blood  dyscrasias,  neuropathy,  drug 
Stevens-Johnson  syndrome,  skin 
( injection  of  the  conjunctiva  and 
, petechiae,  purpura,  hematuria  and 
lluria. 


Gantanol 

(sulfamethoxazole) 

assures  rapid, 
sustained, 
antibacterial 
activity  with 
b.i.d.  dosage 


Gantanol  bid. 

(sulfamethoxazole) 


CkpocME 

A 

Roche 

LABORATORIES 


Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


the 

thousandth 

teaspoonful 

Peptic  ulcer  patients  find 
the  thousandth  dose  of 
this  antacid  as  effective 
and  easy-to-take  as  the  first! 

Optimal  neutralization1  — provided  by  the  combination  of  aluminum  and  mag- 
I nesium  hydroxides. 

Unfailing  good  taste  — confirmed  by  87.5%  of  104  patients  in  one  study,  after 
a total  of  20,459  documented  days  on  Mylanta  Liquid  or  tablets.2 

Concomitant  relief  of  G.  I.  gas  distress  — provided  by  the  proven  antiflatulent 

action  of  simethicone3. 

Dosage:  One  or  two  tablets  (well  chewed  or  allowed  to  dissolve  in  the  mouth);  one  or  two  teaspoonsful 
to  be  taken  between  meals  and  at  bedtime,  or  as  directed  by  physician. 

References:  1.  Merck  & Co.,  Merck  Chemical  Division:  Antacid  Literature  Survey,  Rahway,  New  Jersey. 
x (MM3041 , R-1286-K  REV  463.)  2.  Danhof,  I.E.,  report  on  file.  3.  Hoon,  J.R.:  Arch.  Surg.  93:467  (Sept.)  1 966. 

Mylantd 

#LIQUID/TABLETS 

aluminum  and  magnesium  hydroxides  plus  simethicone 
^Stuartj  Division/ATLAS  CHEMICAL  INDUSTRIES.  INC./Pasadena,  Calif.  91109 
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No  injection  after  all! 


This  penicillin  produces  high,  fast  levels— orally. 


Pen*Vee®  K is  usually  so  rapidly  and  com- 
pletely absorbed  that  therapeutic  penicillin 
levels  are  attained  within  15  to  30  minutes. 
Thus  it  can  often  obviate  the  need  for  peni- 
cillin injections.  The  higher  serum  levels 
produced  generally  last  longer  than  with  those 
of  oral  penicillin  G. 

Indications:  Infections  susceptible  to  oral  penicillin  G:  prophylaxis 
and  treatment  of  streptococcal  infections ; treatment  of  pneumococcal, 
gonococcal,  and  susceptible  staphylococcal  infections,  prophylaxis  of 
rheumatic  fever  in  patients  with  a previous  history  of  the  disease. 
Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  con- 
trolled) is  rare  but  more  frequent  in  patients  with  previous  penicillin 
sensitivity,  bronchial  asthma  or  other  allergies.  Resuscitative  (epineph- 
rine, aminophylline,  pressor  amines)  and  supportive  (antihista- 
mines, methylprednisolone  sodium  succinate)  drugs  should  be 
readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia. 


In  suspected  hypersensitivity,  evaluation  of  renal  and  hematopoietic 
systems  is  recommended. 

Precautions:  In  suspected  staphylococcal  infections,  perform  proper 
laboratory  studies  including  sensitivity  tests.  If  overgrowth  of 
nonsusceptible  organisms  occurs  (constant  observation  is  essential), 
discontinue  penicillin  and  take  appropriate  measures.  Whenever 
allergic  reactions  occur,  withdraw  penicillin  unless  condition  being 
treated  is  considered  life  threatening  and  amenable  only  to  penicillin. 
Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should 
be  tested  serologically  for  at  least  3 months.  When  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  Treat  beta-hemolytic  streptococcal  infections  with  full 
therapeutic  dosage  for  at  least  10  days  to  prevent  rheumatic  fever 
or  glomerulonephritis.  In  staphylococcal  infections,  perform  surgery 
as  indicated. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion) : Skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis;  urticaria;  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often  fatal 
anaphylaxis  has  been  reported  (see  "Warnings"). 

Composition:  Tablets— 125  mg.  (200,000  units),  250  mg.  (400,000 
units),  500  mg.  (800,000  units) ; Liquid— 125  mg.  (200.000  units)  and 
250  mg.  (400,000  units)  per  5 cc. 

Wyeth  Laboratories  Philadelphia.  Pa. 


0RALPEN*VEE  K 

(potassium  phenoxymethyl  penicillin) 
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at  London  University  and  receiving  his  M.D.  in 
1845,  being  penniless,  he  turned  to  the  armed 
services  and  received  a commission  in  the  Royal 
Xavy.  His  talents  as  a physiologist  and  natural 
historian  were  recognized,  and  he  was  rewarded 
by  being  assigned  as  assistant  surgeon  to  the  Royal 
Xavy  frigate,  '‘Rattlesnake,”  which  was  then 
equipped  for  a three  years'  exploration  of  the 
coast  of  Australia.  As  it  was  for  Darwin  on  his 
expedition  on  the  "Beagle,"  this  was  a period  of 
intellectual  consolidation  and  led  to  the  publica- 
tion of  his  history  of  the  voyage  and  eventually 
to  his  meteoric  rise  in  the  Royal  College.  He  was 
elected  to  membership  at  twenty-five  years  of  age. 

More  important  to  the  history  of  the  world  was 
his  chance  meeting  with  Henrietta  Heathorn  in 
Australia.  With  love  at  first  sight,  they  became 
engaged.  She  became  his  chief  critic,  confidante, 
and  mother  of  the  dynasty. 

It  is  difficult  for  us  to  realize  that  Darwin’s 
Theory  of  Evolution  was  not  an  accepted  fact,  but 
a mere  theory  which  was  fought  on  all  sides,  on  all 
grounds.  Darwin  wrote  the  book,  but  was  not  vocal 
in  its  defense.  Huxley,  a close  friend  of  Darwin, 
was  always  referred  to  as  “Darwin's  Bulldog,”  for 
it  was  he  in  his  official  capacity  in  the  Royal  So- 
ciety as  a popular  speaker  on  scientific  subjects 
and  as  a man  of  scientific  stature  who  firmly  es- 
tablished by  logic  and  argument  the  importance  of 
the  Darwinian  Theory. 

It  is  easy  to  compare  Darwin  and  Huxley  in 
many  respects.  Both  had  taken  a long  voyage  of 
exploration;  both  were  known  to  have  recurrent 
bouts  of  chronic  illness  and  depression.  Much  has 
been  made  of  Darwin’s  illness,  and  indeed  one  re- 
cent theory  is  that  he  contracted  Chagas’  disease 
while  on  his  tour  of  South  America.  Regardless,  it 
is  well  known  that  he  was  frequently  confined  to 
his  bed  and  was  lacking  in  physical  energy.  His 
friend,  T.  H.  Huxley,  became  seriously  ill  after  his 
first  dissection  at  age  fourteen,  and  although  he 
was  not  cut  during  the  dissection  was  ill  for  several 
months  thereafter  with  asthenia.  During  his  entire 
life  he  had  problems  with  indigestion  which  he  la- 
belled “dyspepsia,”  and  had  a series  of  documented 
depressive  states,  the  first  having  occurred  on  the 
"Rattlesnake”  in  1847.  Again,  after  his  marriage, 
he  took  a long  walk  and  toured  the  Pyrenees  with 
his  brother.  In  1871  he  gave  up  his  public  life  with 
a leave  of  absence,  during  which  time  he  traveled 
extensively  in  Egypt.  The  friendship  with  Darwin 
and  Darwin’s  easy  understanding  of  his  friend's 
predicament  led  to  the  solicitation  of  funds  to  the 
extent  of  approximately  ten  thousand  dollars  which 
permitted  Huxley  to  retire  completely  from  public 
responsibilities  during  the  year  of  1872  to  1873. 


During  this  time  the  prolific  popular  writings  and 
scientific  researches  were  completely  abandoned. 
Again  in  1876,  partly  for  reasons  of  health  and  de- 
pression, he  took  his  first  American  tour  to  visit 
his  sister  Lizzie,  wife  of  Doctor  John  Salt  who  had 
left  England  thirty  years  previously  under  myste- 
rious circumstances  at  the  time  that  Huxley  entered 
the  Royal  Xavy.  Salt,  with  whom  Huxley  had  been 
early  apprenticed,  had  emigrated  to  the  United 
States  under  the  name  of  John  Godwin  Scott.  The 
details  of  this  mystery  have  never  been  illuminated. 

It  is  not  the  purpose  of  this  review  to  tread  new- 
ground,  but  merely  to  comment.  Others  must  de- 
velop in  more  detail  the  relationship  between  the 
peculiar  mental  capabilities  of  the  Huxleys  and  the 
high  incidence  of  mental  disease  and  eccentricities. 
Cn  purely  psychological  grounds,  it  was  the  Hux- 
ley family  tradition  that  the  race  should  be  run 
as  swiftly  as  possible  and  every  second  filled  as 
fully  as  possible,  but  whether  the  instinctive  feeling 
for  this  type  of  performance  leads  to  the  psychic 
exhaustion  and  phenomenon  of  depression  w'hich 
we  observe,  or  whether  the  mental  aberrations  and 
depressions  result  from  the  inability  of  the  person- 
ality to  live  up  to  his  own  and  his  family’s  ex- 
pectations, is  a matter  of  conjecture.  All  the  Hux- 
leys believed  in  performance,  believed  in  giving 
their  all,  and  seem  individually  and  as  a family 
to  have  paid  the  price.  We  have  already  docu- 
mented the  periods  of  frank  depression  in  T.  H. 
Huxley  himself.  His  youngest  daughter,  Mary  Ann, 
was  frankly  psychotic  and  died  at  age  thirty  after 
protracted  psychiatric  care.  A second  daughter, 
Xettie,  the  biographer  would  lead  us  to  believe 
was  a true  eccentric  who  divorced  herself  from  the 
rest  of  the  Huxleys  after  an  unfortunate  marriage 
and  lived  an  eccentric  life  on  the  Continent  for 
half  a century.  Huxley’s  five  grandchildren  through 
Leonard  include  Sir  Julian  Huxley,  certainly  dis- 
tinguished and  stable,  and  Andrew  Huxley,  winner 
of  the  Xobel  Prize  in  1963;  but  also  included  are 
Trevenan  Huxley,  who  committed  suicide  while  at 
Oxford,  and  Aldous,  who,  though  gifted  artistically 
and  provocative  and  cynical  as  a writer,  was  cer- 
tainly in  his  later  years  on  the  fringe,  embracing 
LSD  and  “psychic”  phenomena.  His  inability  to 
accept  reality  and  his  resorting  to  quackery  at  the 
time  of  his  wife's  death  is  unbelievable.  T.  H. 
Huxley's  father  w^as  totally  senile  at  what  appears 
to  be  an  early  age.  It  may  be  of  more  than  passing 
interest  and  quite  natural  that  T.  H.  Huxley's 
brother  James  was  an  early  pioneer  in  psychiatry. 

It  is  ironical  in  view  of  the  family’s  history  of 
achievement  and  high  incidence  of  mental  illness 
that  Sir  Julian  Huxley's  approach  to  eugenics  is 
not  that  of  the  Humanist  he  was  purported  to  be. 
Xegative  eugenics  or  the  restraint  of  breeding  by 
(Continued  on  Page  203) 
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Nose  clear  as  a whistle 

(THANKS  TO  DIMETAPP®) 


Dimetapp  Extentabs®  does  an  outstanding  job  of  helping  to 
clear  up  the  stuffiness,  drip  and  congestion  of  colds  and  upper 
respiratory  allergies  and  infections.  Each  Extentab  keeps 
working  up  to  12  hours.  And  for  most  patients  drowsiness  or 
overstimulation  is  unlikely.  Try  Dimetapp.  It  clearly  works. 


UP  TO  12  HOURS  CLEAR  BREATHING  ON  ONE  TABLET 

Dimetapp  Extentabs 

Dimetane®  (brompheniramine  maleate),  12  mg.;  phenylephrine 
HC1, 15  mg.;  phenylpropanolamine  HC1,  15  mg. 

FOR  UPPER  RESPIRATORY  ALLERGIES  AND  INFECTIONS 


Indications:  Dimetapp  is  indicated  for  symptomat- 
ic relief  of  the  allergic  manifestations  of  respira- 
tory illnesses,  such  as  the  common  cold  and  bron- 
chial asthma,  seasonal  allergies,  sinusitis,  rhinitis, 
conjunctivitis,  and  otitis. 

Contraindications:  Hypersensitivity  to  antihista- 
mines. Not  recommended  for  use  during  pregnancy. 
Precautions:  Until  patient’s  response  has  been  de- 
termined, he  should  be  cautioned  against  engag- 
ing in  operations  requiring  alertness.  Administer 
with  care  to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 

Side  Effects:  Hypersensitivity  reactions  including 
skin  rashes,  urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on  rare  occasions. 
Drowsiness,  lassitude,  nausea,  giddiness,  dryness 
of  the  mouth,  mydriasis,  increased  irritability  or 
excitement  may  be  encountered. 

Dosage:  1 Extentab  morning  and  evening. 
Supplied:  Bottles  of  100  and  500. 

A H.  ROBINS  COMPANY 
RICHMOND,  VA.  23220 


Mild  ulcerative  colitis  may  be  triggered  here... 


In  mild  ulcerative  colitis,  a number  of 
factors  can  precipitate  an  attack:  for  in- 
stance. dietary  indiscretion,  such  as  eat- 
ing raw  foods,  or  emotional  overreaction, 
such  as  that  aroused  by  financial  difficul- 
ties. No  matter  what  causes  the  patient’s 
sensitive  colon  to  “act  up,"  he  soon  suf- 
fers from  acute  discomfort... and  often, 
from  anxiety  and  apprehension  as  well. 
Such  patients  frequently  respond  well  to 
adjunctive  dual-action  Librax®  therapy. 

Librax  combines,  in  a single  conve- 
nient capsule,  the  well-known  antianxiety 
effect  of  Librium®  (chlordiazepoxide 
HC1)  and  the  dependable  anticholinergic 
/antispasmodic  effect  of  Quarzan®  (clidi- 
nium  Br).  Therefore,  as  Librax  helps  to 
relieve  the  patient’s  excessive  anxiety  and 
reduce  his  overreaction  to  stress,  it  also. 


at  the  same  time,  helps  to  control  hyper- 
secretion and  hypermotility,  thus  reliev- 
ing spasm  and  abdominal  discomfort. 

With  Librax,  the  dosage  schedule  is 
simple:  1 or  2 capsules,  t.i.d.  or  q.i.d., 
will  in  most  cases  bring  the  patient  sig- 
nificant relief  of  both  the  emotional  and 
physical  elements  that  contribute  to  his 
psychovisceral  disorder. 

Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows. 

INDICATIONS:  Indicated  as  adjunctive  ther- 
apy to  control  emotional  and  somatic  factors  in 
gastrointestinal  disorders. 

CONTRAINDICATIONS:  Patients  with  glau- 
coma; prostatic  hypertrophy  and  benign  blad- 
der neck  obstruction;  known  hypersensitivity 
to  chlordiazepoxide  HC1  and/or  clidinium 
bromide. 

WARNINGS:  Caution  patients  about  possible 


combined  effects  with  alcohol  and  other  Cl 
depressants.  As  with  all  CNS-acting  drugs. 
tion  patients  against  hazardous  occupational 
quiring  complete  mental  alertness  (e.g.,  opera 
machinery,  driving).  Though  physical  and 
chological  dependence  have  rarely  been  repo 
on  recommended  doses,  use  caution  in 
ministering  Librium  (chlordiazepoxide  hyc 
chloride)  to  known  addiction-prone  individi 
or  those  who  might  increase  dosage;  withdra 
symptoms  (including  convulsions),  follow 
discontinuation  of  the  drug  and  similar  to  tb 
seen  with  barbiturates,  have  been  reported, 
of  any  drug  in  pregnancy,  lactation,  or  in  wor 
of  childbearing  age  requires  that  its  poten 
benefits  be  weighed  against  its  possible  hazai 
As  with  all  anticholinergic  drugs,  an  inhibit 
effect  on  lactation  may  occur. 

PRECAUTIONS:  In  elderly  and  debilital, 
limit  dosage  to  smallest  effective  amount  to  f 
elude  development  of  ataxia,  oversedation 
confusion  (not  more  than  two  capsules  per  i 
initially;  increase  gradually  as  needed  and  to: 


or  here. 
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[Though  generally  not  recommended,  if 
ration  therapy  with  other  psychotropics 
I indicated,  carefully  consider  individual 
licologic  effects,  particularly  in  use  of  po- 
( ng  drugs  such  as  MAO  inhibitors  and 
[hiazines.  Observe  usual  precautions  in 
|:e  of  impaired  renal  or  hepatic  function. 
I'xical  reactions  (e.g.,  excitement,  stimula- 
d acute  rage)  have  been  reported  in  psy- 
patients.  Employ  usual  precautions  in 
!:nt  of  anxiety  states  with  evidence  of  im- 
g depression;  suicidal  tendencies  may  be 
and  protective  measures  necessary.  Vari- 
:fTects  on  blood  coagulation  have  been 
d very  rarely  in  patients  receiving  the 
nd  oral  anticoagulants;  causal  relation- 
I's  not  been  established  clinically. 

ERSE  REACTIONS:  No  side  effects  or 
Stations  not  seen  with  either  compound 
lave  been  reported  with  Librax.  When 
azepoxide  hydrochloride  is  used  alone, 
jiess,  ataxia  and  confusion  may  occur, 
illy  in  the  elderly  and  debilitated.  These 



are  reversible  in  most  instances  by  proper  dos- 
age adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a few 
instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal  symp- 
toms, increased  and  decreased  libido  — all  in- 
frequent and  generally  controlled  with  dosage 
reduction;  changes  in  EEG  patterns  (low-volt- 
age fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including  agranu- 
locytosis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally  with  chlordiaz- 
epoxide  hydrochloride,  making  periodic  blood 
counts  and  liver-function  tests  advisable  during 
protracted  therapy.  Adverse  effects  reported 
with  Librax  are  typical  of  anticholinergic  agents, 
i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary 
hesitancy  and  constipation.  Constipation  has 
occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low 
residue  diet. 


two  good  reasons 
for  prescribing 

LIBRA)!' 

Each  capsule  contains  5 mg  chlordiaz- 
epoxide  HC1  and  2.5  mg  clidinium  Br. 
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LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  V2  oz.  with  applicator  tip,  and  Vb  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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(Continued  from  Page  202) 
sterilization  or  legal  and  social  means  of  those  with 
diseases  or  physical  abnormalities  deemed  at  any 
particular  point  in  history  to  be  undesirable  is 
highly  unintelligent  and  anti-Humanist.  The  value 
judgments  which  are  placed  on  any  disease  - — - in 
this  instance  mental  disease  — are  so  closely  re- 
lated to  our  understanding  of  the  disease  and  our 
control  over  it  that  they  become  absolutely  mean- 
ingless. Thus  in  the  appraisal  of  the  Huxleys  we 
are  apt  to  give  high  value  judgments  to  their  in- 
tellectual capacity  and  low  value  judgments  on 
the  basis  of  incidence  to  the  mental  aberrations. 
Yet  eventually,  by  the  simplest  of  biochemical  or 
molecular  readjustments,  the  undesirable  traits  in 
this  family  and  in  all  society  may  easily  be  cor- 
rected. 

Of  interest  to  us,  in  addition  to  his  contributions 
as  a fellow  physician  to  the  intellectual  and  scien- 
tific development  of  the  past  hundred  years,  is 
Huxley’s  American  trip  in  1876. 

Prophetic  vision  was  a gift  of  this  genius,  not 
only  in  his  ability  to  comprehend  the  moving  sci- 
entific world  of  biology,  but  also  in  the  impact  of 
this  “new”  biology  on  the  ethical,  religious,  and 
social  life  of  the  people  it  affected.  He  made  the 
following  remarks  in  his  inaugural  address  at  the 
Johns  Hopkins  University,  which  are  uncannily 
accurate  in  their  prescience  in  this  political  year: 
“You  are  undertaking  the  greatest  political  ex- 
periment that  has  ever  been  performed  by  any 
people  whatever.  You  are  at  this  present  centenary 
a nation  of  40,000,000  of  people.  At  your  next 
centenary,  rational  and  probable  expectation  may 
look  to  see  you  200,000,000,  and  you  have  before 
you  the  problem  whether  200,000,000  of  English- 
speaking,  strong-willed  people  will  be  able  to  hold 
together  under  the  form  of  republican  institutions 
and  under  the  real  despotism  of  universal  suffrage 
(at  which  there  came  a great  burst  of  applause), 
whether  State  rights  will  hold  their  own  against 
the  necessary  centralization,  or  whether  centraliza- 
tion will  gain  the  day  without  breaking  down  re- 
publican insitutions.” 

Robert  V.  Lewis,  m.d. 

* * * 

MEDICAL  PHARMACOLOGY.  Principles  and 
Concepts,  by  Andres  Goth,  M.D.,  Fourth  Edi- 
tion. The  C.  V.  Mosby  Company,  St.  Louis, 
1968.  $13.50 

This  attractive  presentation  is  recommended  for 
review  of  up-to-date  concepts  of  pharmacology, 
stressing  the  highlights  where  exploration  in  depth 
is  not  required.  The  writing  is  lucid  and  concise, 
and  the  book  is  well-styled  with  a good  selection 


of  recent  reference  material  up  to  1968  after  each 
presentation.  Controversial  material  has  been  large- 
ly omitted  (for  example  there  is  no  mention  of 
gold  therapy  of  rheumatoid  arthritis),  and  un- 
toward effects  of  drugs  are  stated  briefly.  Never- 
theless it  may  ably  serve  as  a review  for  those  in 
school  or  in  practice  who  have  some  background. 
With  the  rapid  advance  of  knowledge  today  there 
is  a definite  need  for  this  type  of  presentation  of 
recent  advances.  This  reader  appreciated  the  re- 
served tone  of  the  chapter  on  the  pharmacologic 
approach  to  atherosclorosis.  A valuable  section  on 
contemporary  drug  abuse  was  written  by  Gregory 
Dimijian. 

Abraham  Saltzman,  M.D. 

% 

DIABETES  MELLITUS'.  Diagnosis  and  Treat- 
ment. Volume  I,  T.  S.  Danowski,  M.D.,  Editor; 
Volume  II,  George  J.  Hamwi,  M.D.  and  T.  S. 
Danowski,  M.D.,  Editors.  Prepared  under  the 
auspices  of  the  Committee  on  Professional  Edu- 
cation of  the  American  Diabetes  Association, 
Inc.,  New  York,  1964-1967.  $2.00  vol.  I;  $2.50 
vol.  II;  both  vols.  $4.25. 

Discount  10  or  more  copies. 

Volume  I:  This  volume  attempts  to  give  a broad 
clinical  view  of  Diabetes  Mellitus.  A segmented 
repetitious  style  is  used  to  present  time-honored 
facts  and  theories,  both  scientifically  and  clinically. 
But  as  a treatise  in  depth  on  Diabetes  Mellitus,  it 
falls  short  of  its  mark.  Most  of  the  parameters  of 
this  disease  are  discussed  ultraconservatively,  in- 
decisively and,  sometimes,  superficially.  This  in 
itself  testifies  to  the  limited  knowledge  existing  in 
the  field  of  Diabetes  Mellitus  and  to  the  challenge 
of  future  metabolic  and  endocrine  research. 

Volume  II:  The  content  of  this  volume  is  a de- 
cided improvement  over  its  predecessor.  Initially, 
an  attempt  is  made  to  incorporate  more  basic  con- 
cepts and  to  indicate  the  direction  of  research.  Its 
clinical  orientation,  however,  remains  unmistak- 
able throughout  the  remainder  of  its  159  pages. 
In  this  section  few  advances  of  significance  are 
enumerated  that  were  not  mentioned  in  volume  I. 
Compared  with  similar  works,  this  book  follows 
the  rule  that  most  texts  are  two  to  three  years 
behind  current  research.  For  example,  recent  dem- 
onstrations in  cellular  structure  and  function  as 
well  as  in  lipid  metabolism  are  conspicuous  by 
their  absence,  or  are  fleetingly  dismissed. 

This  book  fails  to  make  Diabetes  Mellitus  live 
in  the  mind  of  the  reviewer  and  tends  to  instill 
not  only  disinterest  in  an  otherwise  fascinating 
disease,  but,  at  times,  also  frustration  in  the  re- 
sults of  long-term  therapy  (retinopathy  and  neph- 
ropathy). But  because  of  its  authoritative  source, 
(Continued  on  next  page) 


March  1969 


203 


contributors,  and  bibliographies,  it  is  considered 
as  a sound  clinical  reference  on  Diabetes  Mellitus 
and  a worthy  addition  to  the  library  of  a growing 
medical  community. 

Albert  F.  Tetreault,  M.D. 

a|c  afc  4s  ♦ ^ 

THE  MENTALLY  ABNORMAL  OFFENDER. 

A Ciba  Foundation  Symposium.  Edited  by  A. 

V.  S.  deReuck  and  Ruth  Porter.  Little,  Brown 

and  Company,  Boston,  1968.  $10.00 

This  volume  of  260  pages  will  be  of  interest  to 
the  psychiatrist  interested  in  Forensic  Psychiatry, 
the  penologist  interested  in  Social  Problems  and 
Antisocial  Behavior,  and  the  attorney  who  may 
have  an  interest  in  determining  what  is  being  done 
about  such  problems  in  other  countries.  This  in- 
ternational symposium,  supported  by  the  Ciba 
Foundation,  was  essentially  an  interdisciplinary 
study  for  psychiatrists,  sociologists,  and  penologists. 

The  various  chapters  are  made  up  of  lectures 
by  distinguished  speakers  who  are  known  in  their 
field  of  criminology.  A lengthy  discussion  by  va- 
rious individuals  follows  each  chapter.  The  book 
contains  three  sections:  Antisocial  Behavior  and 
Its  Treatment  and  Care,  Social  Problems,  and  Le- 
gal Problems. 

Throughout  the  volume  the  reader  is  impressed 
with  the  immensity  of  the  problems  involved,  the 
various  ways  they  are  handled  in  the  different 
countries,  and  the  tangle  of  semantics  in  this  whole 
area  of  abnormal  behavior.  The  view  of  the  psy- 
chiatrist on  mental  abnormality  and  crime  differs 
from  that  of  the  prison  medical  officer.  This  makes 
further  research  necessary  to  bring  these  points  of 
view  together  for  better  understanding  of  the 
whole  problem. 

The  book  is  an  honest  attempt  to  put  into  sub- 
stance a body  of  knowledge  on  this  subject  that 
is  pertinent,  meaningful,  and  fully  relevant  to  cur- 
rent problems.  Within  the  criminal  law  there  is 
increased  sensitivity  to  psychological  factors  ne- 
cessitating a new  look  at  our  existing  laws  and 
the  defense  of  the  offender. 

This  small  volume  is  a handy  reference  text  for 
those  having  an  interest  or  problems  in  this  area 
of  psychiatric  knowledge. 

Laurence  A.  Senseman,  m.d. 

* * * 

ATLAS  OF  EAR  SURGERY  by  William  H. 

Saunders,  M.D.,  and  Michael  M.  Paparella. 

M.D.  The  C.  V.  Mosby  Company.  Saint  Louis, 

Missouri,  1968.  $27.50 

ATLAS  OF  EAR  SURGERY  by  Saunders- 
Paparella  is  an  excellent  review  of  anatomy,  in- 
strumentation. and  preoperative,  operative,  and 
postoperative  care.  This  book  was  primarily  writ- 
ten as  an  illustrated  guide  for  residents  and  grad- 
uates in  Otorhinolaryngology;  it  is  a good  source 


of  reference  in  the  techniques  of  otologic  surgery. 
The  illustrations  comprehensively  explain:  tempo- 
ral bone  dissection,  stapes  surgery,  mastoidectomy 
and  facial  nerve  decompression,  surgery  for  facial 
nerve  paralysis,  surgery  for  cosmetic  and  recon- 
structive purposes,  management  of  neoplasms  and 
cysts,  surgery  for  infections  of  the  external  ear, 
middle  ear.  and  mastoid,  as  well  as  surgery  for 
Meniere's  disease,  and  surgery  for  conductive  deaf- 
ness. including  the  five  types  of  tympanoplasty. 

The  authors,  illustrator,  and  publishers  should 
be  complimented  for  their  accomplishments. 

Mary  D.  Lekas,  m.d. 

* * * 

SPARE-PART  SURGERY;  the  Surgical  Practice 
of  the  Future,  by  Donald  Longmore,  F.R.C.S.E., 
Doubleday  & Company,  New  York,  1968.  $5.95 
The  author  is  a man  of  vast  and  varied  clinical 
experience:  a fellow  of  the  Royal  College  of  Sur- 
geons of  Ediburgh,  a consultant  in  surgical  research 
at  the  National  Heart  Hospital,  London,  an  in- 
ventor of  an  artificial  kidney,  a portable  operating 
room,  and  a gun  device  for  sewing  parts  of  the 
human  body.  The  book  is  No.  8 of  the  Doubleday 
Science  Series,  which  purports  to  be  ‘‘a  new  project 
offering  comprehensive  reports  on  man’s  knowledge 
in  various  scientific  and  technical  fields.”  The  com- 
bination should  be  more  effective  than  it  is:  the 
book  is  too  difficult  for  popular  reading,  not  schol- 
arly enough  for  the  professional. 

Never  falling  into  the  trap  of  oversimplification, 
the  author  proposes  many  intriguing  questions,  but 
there  is  not  a footnote  nor  a bibliography  to  indi- 
cate where  further  information  can  be  found. 
Moreover,  the  diagrams  and  photographs,  in  color, 
well  chosen  to  amplify  the  text,  rarely  are  placed 
on  the  same  page  on  which  they  are  discussed. 
This  author  deserves  better  treatment  from  his 
publisher. 

Of  use.  perhaps,  to  the  student  who  wants  an 
overview  of  the  history,  present  development,  and 
problems  for  the  future  in  the  field  of  spare-part 
surgery. 

Sally  Sleicher 
Assistant  Librarian, 

Pilgrim  High  School 
* * * 

A MANUAL  OF  SIMPLE  BURIAL  by  Ernest 
Morgan,  The  Celo  Press,  Burnsville,  North  Caro- 
lina, 1968. 

If  we  accept  the  author's  premise  that  the  dis- 
position of  the  “lifeless  corpse”  is  a problem  now 
open  to  several  alternative  solutions  — the  funeral 
or  "costly  circus’’  often  in  conjunction  with  a re- 
ligious service  and  its  frequently  obscurantist  ter- 
minology or  the  arrangement  of  the  Memorial  So- 
ciety offering  reduced  costs,  emphasizing  life  val- 
(Concluded  on  Page  206) 
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a lot  going  for  you 
in  the  wide 
range  of  bacterial 
infections. 


hylococci 


PRESCRIBING  INFORMATION.  For  complete 
information  consult  Official  Package  Circular. 
Indications:  Infections  due  to  susceptible  strains 
of  Gram-negative  bacteria  (including  Shigellae, 
S.  typhosa  and  other  Salmonellae,  E.  coli,  H.  in- 
fluenzae, P.  mirabilis,  N.  gonorrhoeae  and  N. 
meningitidis ) and  Gram-positive  bacteria  (in- 
cluding streptococci,  pneumococci  and  nonpeni- 
cillinase-producing staphylococci). 
Contraindications:  A history  of  allergic  reac- 
tions to  penicillins  or  cephalosporins  and  infec- 
tions due  to  penicillinase-producing  organisms. 
Precautions. Typical  penicillin-allergic  reactions 
may  occur,  especially  in  hypersensitive  pa- 
tients. Mycotic  or  bacterial  superinfections  may 
occur.  Experience  in  newborn  and  premature 
infants  is  limited  and  caution  should  be  used 
in  treatment,  with  frequent  organ  function  eval- 
uations. Safety  for  use  in  pregnancy  is  not  estab- 
lished. In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  performed  initially  and 


monthly  for  4 months.  Assess  renal,  hepatic 
and  hematopoietic  function  intermittently  dur- 
ing long-term  therapy. 

Adverse  Reactions:  Skin  rash,  pruritus,  urti- 
caria, nausea,  vomiting,  diarrhea  and  anaphy- 
lactic reactions.  Mild  transient  elevations  of 
SGOT  or  SGPT  have  been  noted.  Black  tongue 
has  been  noted  in  some  patients  receiving  the 
Chewable  Tablets. 

Usual  Dosage:  Adults— 250  or  500  mg.  q.  6 h. 
(according  to  infection  site  and  offending  or- 
ganisms). Children— 50-100  mg. /Kg. /day  in  3 
to  4 divided  doses  (depending  on  infection  site 


Polycillin" 

(ampicillin  tri  hydrate) 


and  offending  organisms).  Bacterial  meningitis 
-150-200  mg./ Kg./ day  in  6 to  8 divided  doses. 
Children  weighing  more  than  20  Kg.  should  be 
given  an  adult  dose  when  prescribing  orally. 
In  parenteral  administration,  children  weighing 
more  than  40  Kg.  should  be  given  an  adult  dose. 
Beta-hemolytic  streptococcal  infections  should 
be  treated  for  at  least  10  days. 

Supplied:  Capsules— 250  mg.  in  bottles  of  24  and 
100.  500  mg.  in  bottles  of  16  and  100.  For  Oral 
Suspension— 125  mg./ 5 ml.  in  60,  80  and  150 
ml.  bottles.  250  mg./ 5 ml.  in  80  and  150  ml. 
bottles.  Chewable  Tablets— 125  mg.  in  bottles 
of  40.  Injectable— for  I.M./I.V.  use— vials  of 
125  mg.,  250  mg.,  500  mg.,  and  1 Gm.  Pediatric 
Drops— 100  mg./ ml.  in  20  ml.  bottles. 
n-i/2/69  A. H.F.S.  Category  8:12.16 
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Division  of  Bristol-Myers  Co. 
Syracuse,  New  York  13201 
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The  penicillin  you  use  like  a broad-spectrum  antibiotic 


DERMAQUIZ 

Conducted  by  FRANCESCO  RONCHESE,  M.D. 


Left:  An  erythematous,  vesicular,  oozing,  itching, 

dematosis  of  several  months  duration. 


Right:  Irregular,  white,  soggy,  macerated  areas  in 

contrast  with  the  rest  of  the  sole,  also  soggy  and 
wet,  but  erythematous.  Intense  offensive  odor.  Du- 
ration, a lifetime. 


Answer  on  Page  230. 
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(Concluded  from  Page  204) 

ues,  permitting  earth  burial,  cremation  or  be- 
queathal  — then  this  manual  is  worthy  of  the  at- 
tention of  all  whose  work  relates  to  the  moment 
of  death.  Despite  the  occasional  error  in  the  area 
of  religious  views  and  its  obvious  preference  for 
arrangements  by  the  Memorial  Society  as  an  an- 
swer to  the  abusive  trends  within  the  ‘‘death  in- 
dustry,” the  problems  its  presents  are  realistic  and 
the  information  it  offers  is  valuable  for  all  whose 
professions  bring  them  into  contact  with  the  fami- 
ly whose  task  it  becomes  to  arrange  for  the  digni- 
fied disposition  of  the  deceased. 

Rabbi  Jerome  S.  Gurland 
Temple  Sinai 
Cranston,  Rhode  Island 
* * * 

TWO  SENTENCE  ESSAY 
What  Do  You  Tell  Your  Patients? 

If  a sexually  adjusted  couple  is  interested  in  a 
variety  of  coital  positions  to  attain  greater  satis- 
faction, they  usually  do  not  have  to  ask  the  phy- 
sician about  the  different  positions.  In  fact,  they 
are  probably  enjoying  sex  more  than  the  average 
physician  and  could  give  him  some  decent  advice. 

. . . Donald  M.  Gallaret,  Assoc.  Prof,  of  Psy- 
chiatry, Tulane  University  Medical  School 


ONE  SENTENCE  ESSAY 

President  Truman  predicted  that  General  Eisen- 
hower's first  surprise  (as  President)  would  come 
when  he  gave  an  order  and  nothing  happened. 

. . . Fred  P.  Graham,  N.Y.  Times 

* * * 

ONE  SENTENCE  ESSAY 

A few  semiliterates  spraying  the  houses  of  a 
tropical  village  with  DDT  may  prevent  more 
deaths  than  10  village  doctors  can  in  a lifetime  of 
devoted  service. 

. . . Greer  Williams,  Dept,  of  Preventive  Medi- 
cine. Tufts  University  School  of  Medicine 
(New  Eng.  J.  Med.  279:1031,  1968) 

* * * 

ONE  SENTENCE  ESSAY 

Early  in  life  I had  to  choose  between  honest  ar- 
rogance and  hypocritical  humility.  I chose  honest 
arrogance  and  have  seen  no  occasion  to  change. 

. . . Frank  Lloyd  Wright 

* * * 

ONE  SENTENCE  ESSAY 

It  was  really  easy;  she  did  all  the  work. 

. . . Young  husband  who  officiated  at  his 

wife's  precipitate  labor 


206 


Rhode  Island  Medical  Journal 
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YouVe  made  it 
one  of  your  specific 
in  acute  otitis  medi< 

DECLOMYCI N acts  against  many  strains  of 
H.  influenzae,  pneumococci  and  streptococci,  tlj 
most  common  invaders.  In  otitis  media,  where  it 
is  difficult  to  isolate  the  causative  organism,  thi 
coverage  may  be  important.  However,  some  stra 
may  be  resistant  and  other  pathogens  can  be 
involved. 

You’ve  found  the  high  serum  levels  of 
DECLOMYCIN  important,  too.  Its  prolonged  acti 
permits  convenient  300  mg  b.i.d.  or  150  mg 
q.i.d.  administration. 

When  specimens  are  obtainable,  your  culture 
studies  will  indicate  the  usefulness  of 
DECLOMYCIN. 


Effectiveness:  DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  therapeutically  than  other  tetracyclines  in 
infections  caused  by  organisms  sensitive  to  the  tetracyclines. 
Contraindication:  History  of  hypersensitivity  to  demethylchlor- 
tetracycline. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  ac- 
cumulation and  liver  toxicity.  Under  such  conditions,  lower  than 
usual  doses  are  indicated,  and,  if  therapy  is  prolonged,  serum  level 
determinations  may  be  advisable.  A photodynamic  reaction  to  natural 
or  artificial  sunlight  has  been  observed.  Small  amounts  of  drug  and 
short  exposure  may  produce  an  exaggerated  sunburn  reaction  which 
may  range  from  erythema  to  severe  skin  manifestations.  In  a smaller 
proportion,  photoallergic  reactions  have  been  reported.  Patients 
should  avoid  direct  exposure  to  sunlight  and  discontinue  drug  at  the 
first  evidence  of  skin  discomfort.  Necessary  subsequent  courses  of 
treatment  with  tetracyclines  should  be  carefully  observed. 
Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur. 
Constant  observation  is  essential.  If  new  infections  appear,  appropri- 
ate measures  should  be  taken.  In  infants,  increased  intracranial  pres- 
sure with  bulging  fontanels  has  been  observed.  All  signs  and  symp- 
toms have  disappeared  rapidly  upon  cessation 
of  treatment. 

Side  Effects:  Gastrointestinal  system-ano- 


rexia, nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  enterocoli 
pruritus  ani.  Skin-maculopapular  and  erythematous  rashes;  a r 
case  of  exfoliative  dermatitis  has  been  reported.  Photosensitiv 
onycholysis  and  discoloration  of  the  nails  (rare).  Kidney-  rise  in  Bl 
apparently  dose-related.  Transient  increase  in  urinary  output,  son 
times  accompanied  by  thirst  (rare).  Hypersensitivity  reactions-u 
caria,  angioneurotic  edema,  anaphylaxis.  Teeth-dental  staining (> 
low-brown)  in  children  of  mothers  given  this  drug  during  the  latter  h 
of  pregnancy,  and  in  children  given  the  drug  during  the  neonatal  p< 
od,  infancy  and  early  childhood.  Enamel  hypoplasia  has  been  seer 
a few  children.  If  adverse  reaction  or  idiosyncrasy  occurs,  discontir 
medication  and  institute  appropriate  therapy.  Demethylchlortet 
cycline  may  form  a stable  calcium  complex  in  any  bone-formingtiss 
with  no  serious  harmful  effects  reported  thus  far  in  humans. 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Shoi 
be  given  1 hour  before  or  2 hours  after  meals,  since  absorption 
impaired  by  the  concomitant  administration  of  high  calcium  contr 
drugs,  foods  and  some  dairy  products.  Treatment  of  streptococ 
infections  should  continue  for  10  days,  even  though  symptoms  he 
subsided. 

Capsules:  150  mg;  Tablets:  film  coated,  3 
mg,  150  mg  and  75  mg  of  demethylchlortet 
cycline  HCI. 


DECLOMYCIN 

DEMEWLCHLORTEIRACYCLINE 


LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  New  York 


MEDICAL 


Providence 


Wherever  you  go, 
forget  your  telephone 
calls.  We  ll  take  them 
for  you,  day  or  night. 

BUREAU 


Association 


of  the 
Medical 


ART  BUCHWALD'S  WISHES  FOR  THE  NEW  YEAR 
(HEALTHWISE) 

May  you  never  have  iron-poor  blood  or  an  Ex- 
cedrin  headache.  May  your  breath  always  be  fresh, 
so  your  kid  sister  won’t  hand  you  her  mouthwash. 
May  you  never  perspire  in  case  someone  in  the 
family  has  stolen  the  underarm  deodorant.  Grant 
that  your  stomach  may  always  be  free  of  demons 
and  that  your  eight  sinus  passages  will  be  open  and 
clear. 

I pray  that  your  children  will  never  be  in  the 
group  that  has  cavities,  and  if  they  can’t  brush 
after  every  meal,  God  grant  that  you  have  the 
wisdom  to  choose  the  right  toothpaste.  I ask  if 
you  have  dentures  that  they  never  slip  out  of  your 
mouth,  and  may  you  come  back  to  the  side  that 
chose  the  correct  hair  dressing. 

May  you  never  be  lacking  in  breakfast  cereal 
vitamins  and  may  your  tresses  be  so  silky  and 
shiny  that  your  husband  will  have  to  take  you 
along  with  him. 

May  you  bra  be  firm  and  your  girdle  comforta- 
ble and  may  your  support  stockings  make  your 
legs  feel  elegant  and  strong. 

I pray  that  your  cough  will  never  keep  you 
awake  and  that  your  soap  will  give  you  24-hour 
protection.  I also  wish  your  facial  cream  will  make 
you  feel  young  again,  and  a dove  will  land  on  your 
dish  pan  hands. 

. . . Extracted  from  the  Providence  Journal 


BILOGICAL  LESSON 

The  first  biological  lesson  of  history  is  that  life 
is  competition  — peaceful  when  food  abounds, 
violent  when  the  mouths  outrun  the  food.  Animals 
eat  one  another  without  qualm;  civilized  men  con- 
sume one  another  by  due  process  of  law.  Our  states, 
being  ourselves  multiplied,  are  what  we  are;  they 
write  our  natures  in  bolder  type,  and  do  our  good 
and  evil  on  an  elephantine  scale. 

We  are  acquisitive,  greedy  and  pugnacious  be- 
cause our  blood  remembers  millenniums  through 
which  our  forebears  had  to  chase  and  fight  and 
kill  in  order  to  survive,  and  had  to  eat  their  gas- 
tric capacity  for  fear  they  should  not  soon  capture 
another  feast.  War  is  a nation’s  way  of  eating. 
Until  our  states  become  members  of  a large  and 
effectively  protective  group,  they  will  continue  to 
act  like  individuals  and  families  in  the  hunting 
stage. 

. . . Extracted  from  The  Lessons  of  History,  by 
Will  and  .Ariel  Durant,  as  condensed  in 
Reader’s  Digest,  Dec.  1968 
* * * 

ONE  SENTENCE  ESSAY 

You  get  knocked  down  day  after  day  and  you 
keep  coming  back,  and  you  learn  that  you  can’t 
win  all  the  time,  but  if  you  keep  coming  back,  you 
might  win  at  last. 

. . . Richard  M.  Nixon,  commenting  on  his 
football  career  and  life  in  general 
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Each  Pulvule®  contains  65  mg.  propoxyphene 
hydrochloride,  227  mg.  aspirin,  162  mg.  phenac- 
etin,  and  32.4  mg.  caffeine. 
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COLLEGE  DROPOUTS  * 

The  Pause  That  Refreshes — Who? 
Why?  How  Long? 

The  term  dropout  represents  many  of  the  issues 
and  problems  involved  in  what  the  term  is  used 
to  describe;  these  fall  into  two  main  categories. 
First,  the  obvious  connotations  of  waste,  failure, 
disruption,  reflect  the  depth  and  prevalence  of 
pejorative  attitudes  toward  interrupted  education. 
Second,  the  use  of  one  term  for  what  is  in  fact 
a variety  of  phenomena  reveals  a failure  to  ac- 
knowledge sufficiently  and  deal  with  the  many  dif- 
ferent reasons  for  and  modes  of  interrupting  edu- 
cation. There  are  several  broad  categories  of  drop- 
ping out;  viz.,  voluntary  and  involuntary,  academ- 
ic, psychiatric,  medical,  disciplinary,  financial,  as 
well  as  overlapping  combinations  and  some  that 
are  not  clearcut  or  are  misleading.  For  example, 
transfers  are  considered  dropouts,  as  are  students 
who  do  not  graduate  within  four  years  but  do  so 
at  a later  time;  and  students  who  purposely  ar- 
range, in  one  way  or  another,  to  be  dismissed  are 
labeled  ‘'involuntary.”  Talented  people  who  never 
attend  college  are  not  considered  at  all.  Moreover, 
these  categories  are  statistical  and  administrative 
means  for  talking  about  large  numbers  of  individ- 
ual students,  each  fundamentally  his  own  category 
in  terms  of  personal  psychology  within  a psycho- 
social stage,  at  a specific  institution.  This  does  not 
mean  that  it  is  useless  to  study  dropping  out;  it 
does  mean  that  some  past  conclusions  are  at  least 
suspect  and  at  most  dead  wrong.  We  must,  there- 
fore, pay  close  attention  to  previous  attitudes  and 
assumptions,  new  data  provided  by  research,  and 
our  own  personal  and  professional  biases.  More- 
over, we  must  be  constantly  aware  that  the  real 
subject  of  our  concern  is  students  and  their  best 
interests. 

The  national  average  of  students  who  graduate 
at  the  time  scheduled  for  the  class  of  their  matric- 
ulation is  40  per  cent.  Figures  at  individual  col- 
leges vary  tremendously;  for  example,  the  Uni- 
versity of  Georgia  reports  35  per  cent,  and  Prince- 

*Reprinted  with  permission  of  the  author  and  the 
•Editors  of  the  HARVARD  MEDICAL  ALUMNI 

BULLETIN  (Vol.  43,  No.  1,  Fall,  1968) 

COLLEGE  DROPOUTS 


DANA  L.  FARNSWORTH,  M.D.,  oj  Cambridge, 
Mass.  Henry  K.  Oliver  Professor  of  Hygiene, 
and  Director  of  University  Health  Services, 
Harvard  University. 


ton  University  80  per  cent.  In  general,  state  in- 
stitutions (which  are  legally  required  to  accept 
most  of  the  state's  high-school  graduates  on  appli- 
cation) have  high,  early  dropout  rates.  A notable 
exception  is  the  University  of  California,  at  which 
the  top  15  per  cent  of  high-school  graduates  are 
eligible  for  admission,  and  45  per  cent  of  the  stu- 
dents do  not  complete  degree  requirements.  Drop- 
out rates  at  Harvard  and  Princeton  are  distributed 
evenly  over  the  four  years,  while  74  per  cent  of 
the  withdrawals  at  the  University  of  Iowa  occur 
before  the  beginning  of  the  sophomore  year.1 

Lmtil  recently  the  prevailing  attitude  has  been 
that  dropping  out  is  a disasterous  act  or  one  that 
is  immediately  useful,  but  boobytrapped  in  terms 
of  long  term  goals,  achievements,  and  life  style. 
However,  follow-up  studies  of  dropouts  from  two 
British  universities,  Princeton,  Yale  and  the  Uni- 
versity of  Illinois  indicate  that  dropping  out  is  not 
necessarily  a permanent  handicap,  and  that  many 
dropouts  subsequently  make  satisfactory  academic, 
vocational,  and  personal  adjustments.  Whereas 
follow-up  findings  vary  among  institutions,  the 
data  from  the  Princeton  study  are  generally  repre- 
sentative. 

There  is  no  evidence  that  the  percentage  of  stu- 
dents withdrawing  from  Princeton  is  increasing. 
The  data  suggest  that  current  students  more  often 
drop  out  for  personal  than  academic  reasons.  Aca- 
demic ability  alone  plays  a minor  role  in  determin- 
ing which  students  drop  out  and  is  not  useful  in 
attempting  to  predict  which  students  will  drop  out, 
or  whether  those  who  do  so  will  succeed  when  re- 
admitted. More  than  half  of  those  who  dropout 
of  Princeton  come  back  and  graduate,  and  several 
finish  their  undergraduate  work  at  other  colleges. 

My  colleague,  Dr.  Armand  Nicholi,  has  made  a 
study  of  1,454  students  who  left  Harvard  College 
for  all  reasons  between  1955  and  1964.  He  found 
that  more  than  38  per  cent  of  this  group  had  con- 
sulted a psychiatrist  before  leaving  and  had  had 
(Continued  on  next  page) 
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a psychiatric  diagnosis  made  (compared  to  9 per 
cent  of  all  students  who  consult  the  psychiatric 
service  each  year  or  20  per  cent  sometime  during 
their  college  careers).  In  addition,  another  13  per 
cent  consulted  a psychiatrist  after  leaving.  When 
the  "psychiatric  dropouts”  were  compared  with 
those  who  left  for  all  other  reasons,  there  was  no 
significant  difference  in  rate  of  return  to  college, 
attainment  of  honors,  or  eventual  graduation  from 
Harvard. 

Upon  return,  those  who  had  left  for  psychiatric 
reasons  did  just  as  well  as  those  who  left  for  all 
other  reasons.  However,  the  higher  the  PRL  (pre- 
dicted rank  list)  of  the  dropout,  the  more  likely 
he  would  leave  for  psychiatric  reasons.  The  same 
relationship  was  true  when  the  SAT  alone  was  con- 
sidered. 

It  would  be  easy  to  jump  to  the  conclusion  that 
the  higher  the  student's  intelligence,  the  more 
likely  that  he  would  drop  out  for  psychiatric  rea- 
sons. This  could  then  lead  to  the  even  more  er- 
roneous assumption  that  the  higher  a student’s  in- 
telligence, the  greater  the  risk  that  he  would  have 
a psychiatric  disorder. 

Seeking  psychiatric  help  is  not  associated  with 
intelligence,  creativity,  or  academic  performance. 
In  a careful  study  of  a random  sample  of  students 
from  two  classes  at  Harvard,  students  seeking  psy- 
chiatric help  at  some  point  in  the  four  years  were 
compared  with  their  colleagues  who  did  not  seek 
such  help.  There  were  no  statistically  significant 
differences  between  these  groups  on  the  basis  of 
family  background  characteristics  including  educa- 
tion, occupation,  and  ethnic  group.  There  were  no 
differences  on  the  SAT  scores,  past  academic  per- 
formance, or  predicted  academic  achievement  at 
Harvard.  The  evidence  strongly  suggested  that 
being  bright  did  not  in  any  way  predispose  a stu- 
dent toward  emotional  problems. 

What  can  be  stated  with  assurance  is  that  the 
brightest  students,  as  well  as  the  less  well-endowed, 
will  develop  emotional  disorders  if  interpersonal 
or  intrapersonal  conflict  becomes  severe.  One  can 
still  say  that  intelligence  is  not  an  emotional  han- 
dicap. It  can  also  be  said  that  having  psychiatric 
treatment  is  not  an  intellectual  handicap.  Funken- 
stein2  has  studied  30  Harvard  College  students  who 
had  psychiatric  treatment  in  college  and  were  sub- 
sequently admitted  to  Medical  School.  He  found 
that  their  records  were  equal  in  all  particulars  to 
a control  group  of  equal  academic  ability  who  had 
not  had  treatment.  One  in  each  group  did  not 
graduate. 

Studies  of  student  activists  show  that  most  of 
them  are  excellent  students  with  a high  degree  of 
social  conscience.3  Some  of  their  number,  however, 
illustrate  a form  of  dropping  out  which  differs 


sharply  from  the  usual  ones.  It  is  based  on  an  al- 
most total  rejection  of  the  values  upheld  by  mem- 
bers of  the  middle  class,  particularly  by  those  who 
consider  their  basic  social  orientation  as  liberal. 
The  typical  members  of  the  group  to  which  I refer 
might  be  described  as  those  who  have  adopted 
protest  as  their  primary  activity.  Before  discussing 
them,  a further  definition  of  the  liberal  point  of 
view  is  desirable. 

A liberal  has  been  defined  (by  Senator  Joseph 
Clark  of  Pennsylvania,  I believe)  as  one  who  be- 
lieves that  the  full  influence  and  force  of  govern- 
ment should  be  used  to  improve  the  social,  eco- 
nomic, and  health  conditions  of  its  citizens.  Lib- 
erals have  a high  degree  of  faith  in  education,  and 
in  the  possibility  of  moral  advancement  through 
the  rational  use  of  intelligence.  They  usually  have 
strong  sympathy  for  the  underdog  in  any  given 
situation,  although  they  do  not  assume  that  because 
he  is  the  underdog  he  is  superior  to  those  who  may 
be  exploiting  him. 

Students  who  concentrate  almost  exclusively  on 
protest,  from  whose  ranks  too  many  dropouts  are 
now  coming,  seem  bound  together  by  strong  feel- 
ings which  they  seem  unable  to  express  or  define, 
but  which  are  readily  communicated  by  nonverbal 
means.  At  the  1965  Arlie  House  Conference  on 
Student  Stress,  those  students  who  expressed  strong 
feelings  in  an  incoherent  and  nearly  irrational  man- 
ner seemed  to  be  the  best  understood  by  their  fel- 
lows.4 They  seem  able  to  define  themselves  only  in 
opposition  to  middle-class  values  and  customs. 
Their  protests,  appropriate  and  desirable  as  many 
of  them  are,  have  not  been  followed  by  programs 
for  constructive  action. 

Many  of  them  are  genuinely  concerned  over  so- 
cial injustices  but  are  willing  to  exploit  others  and 
be  totally  parasitic  on  society.  Their  attitudes  are 
characterized  by  great  moral  sensitivity  in  some 
areas,  and  equally  gross  moral  insensitivity  in 
others.  Putting  strong  emphasis  on  peace,  love, 
brotherhood,  and  sharing  resources,  they  appear 
bent  on  shocking  those  with  whom  they  disagree 
(mainly  their  parents  and  other  members  of  the 
older  generation)  by  their  appearance,  sexual  cus- 
toms, drug  usage,  disdain  of  work,  and  disregard 
of  principles  of  sanitation. 

Those  of  us  who  work  in  college  psychiatric 
services  note  that  many  of  these  people  are  strug- 
gling desperately  to  cope  with  their  personal  emo- 
tional problems.  In  working  with  them  we  note  a 
strong  tendency  to  try  to  find  quick  solutions,  and 
the  salesmen  for  panaceas  are  ubiquitous.  As  their 
problems  grow,  and  the  inappropriate  attempts  at 
solutions  compound  them,  many  students  have  to 
leave  college,  some  in  the  worst  possible  mood  to 
(Concluded  on  Page  217) 
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I.  Medical  and  Psychological  Problems  of  College 
Students 


Main  Objective  Is  To  Help  Individ- 
uals Build  Values  By  Which  To 
Live 

Adolescence  is  usually  considered  to  be  that  pe- 
riod of  life  between  the  ages  of  12  and  22  years. 
It  is  during  this  part  of  life’s  span  that  changes 
are  greatest  both  socially  and  physically.  It  is  often 
referred  to  as  the  “convulsive  age.” 

The  variations  chronologically,  physiologically, 
and  psychologically  are  many  and  sometimes  great. 
For  these  reasons  each  problem  has  to  be  individ- 
ualized. 

What  characterizes  today’s  teenager?  There  are 
many  words  which  may  be  used,  but  in  my  experi- 
ence as  a high  school  and  college  physician,  I would 
have  to  choose  the  words  change,  communication, 
freedom,  authority,  and  experimentation. 

a)  Change.  The  lack  of  respect  for  church  and 
parent  with  more  open  questioning  of  our  adult 
double  standard  and  rote  beliefs;  their  inter- 
and  intra-personal  relationships  with  more  open 
discussion  concerning  the  moral  issues  involved. 

b)  Experimentation.  The  use  of  drugs  such  as 
LSD  and  marijuana. 

c)  Authority.  Any  persons  who  represent  authority 
are  targets  for  criticism  whether  they  be  police, 
parents,  or  school  officials.  This  happens  very 
often  even  when  the  students  have  not  alterna- 
tive suggestions  of  their  own. 

d)  Communication.  This  is  not  peculiar  to  the  stu- 
dents. There  is  a definite  gap  between  admin- 
istration, teachers,  and  the  students.  Many 
times  it  due  to  the  size  of  the  classes. 

e)  Freedom.  A word  that  is  used  all  too  frequently 
without  the  students  knowing  or  admitting  that 
responsibility  is  involved  in  its  use. 

Sophistication  is  part  of  their  make-up  and  al- 
though it  is  used  very  often  as  a substitute  for 
knowledge  the  former  is  easily  recognized.  Their 
lack  of  anatomical  knowledge  of  themselves  and 
their  counterparts  is  often  glaring. 


*Read  at  a Symposium  on  Medical  and  Psychologi- 
cal Problems  of  College  Students,  at  Rhode  Island 
Hospital,  November  12,  1968 


GILBERT  HOUSTON,  M.D.,  of  Warwick,  R.I. 
School  Physician,  City  of  Warwick;  Rhode  Is- 
land Junior  College;  University  of  Rhode  Island. 


Social  problems  of  students  have  long  been  pres- 
ent, but  there  is  no  question  regarding  the  in- 
creases in  venereal  disease,  homosexuality,  drug  ad- 
diction, alcoholism,  and  suicide  in  the  adolescent. 

Suicide  is  about  3 per  1000  in  the  college  age 
group.  It  is  the  second  ranking  cause  of  death.  One 
should  take  suicidal  attempts  seriously,  since  the 
rate  of  success  increases  with  each  attempt.  Young 
women  usually  take  overdoses  of  sedatives,  where- 
as young  men  choose  more  violent  means.  Loneli- 
ness, oppression  by  parents,  erotic  crushes,  suicidal 
fantasies,  love,  hate,  and  yearning  for  freedom  are 
often  blamed  as  the  causes.  Suicide  is  associated 
with  mental  illness  in  only  10  per  cent  of  the  cases; 
the  remainder  are  usually  of  a situational  nature. 
The  intelligence  of  the  students  is  often  in  the  su- 
perior range,  and  there  is  poor  interaction  between 
the  environment  and  rich  fantasy  life. 

Agitation,  sudden  change  in  behavior  and  per- 
sonality, anxiety,  depression,  anorexia,  and  in- 
somnia are  all  danger  signals.  A listening  ear  to 
all  adolescents  in  time  of  such  need,  if  only  for  a 
few  minutes,  may  be  life-saving. 

One’s  main  objective  in  this  age  group  is  to  help 
individuals  build  values  by  which  to  live  and  stan- 
dards by  which  to  make  important  decisions  that 
will  affect  their  future  years. 
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II.  Medical  and  Psychological  Problems  of  College 
Students:  Experiences  at  Brown  University 


Struggle  To  Find  Identity  Is  Pain- 
ful And  All  Too  Obvious 

As  a former  practitioner  of  pediatrics  over  a 
period  of  many  years  I have  found  my  recent  ex- 
periences during  the  past  five-and-a-half  years  in 
a college  health  program  an  exciting  change  and 
challenge.  The  specialty  of  pediatrics  has  long  been 
established,  that  of  geriatrics  more  recently,  and 
now  a subdivision  of  adolescent  medicine  for  which 
Professor  John  Rowe  Workman  of  the  Classics  De- 
partment at  Brown  University  has  suggested  the 
term  ‘ Academiatrics.”  In  this  specialty  we  are 
dealing  with  a highly  selected  group  of  adolescents, 
since  there  has  been  an  automatic  selection  of  those 
unhampered  by  major  physical  or  psychological 
handicaps.  It  is  reasonable  to  assume  that  they 
are  more  highly  motivated  than  the  average  and 
well  above  them  in  their  general  level  of  intelli- 
gence. They  are  a somewhat  favored  group  eco- 
nomically, but  that  is  not  to  say  that  they  are 
necessarily  affluent.  They  share  the  normal  prob- 
lems of  their  peers  wherever  they  may  be.  Many 
of  them  are  not  sure  of  their  real  identity.  Many 
have  questions  regarding  their  sexual  adequacy 
and  emotional  maturity.  The  problems  they  pre- 
sent have  little  relation  to  their  academic  poten- 
tial. 

Their  struggle  to  find  identity  is  painful  and 
many  times  all  too  obvious.  Their  desire  to  con- 
form, and  particularly  to  conform  to  nonconformi- 
ty (if  that  is  the  dominant  trend  on  their  campus) 
is  no  different  from  what  it  has  been  for  several 
college  generations.  It  is  easy  to  be  misled  by  their 
deceptive  outward  trappings,  such  as  differences 
in  hair  style,  facial  hirsutism,  and  clothing  that 
poorly  camouflages  painstaking  shopping  tours 
through  used-clothes  emporia,  Armv-Xavy  surplus 
stores,  and  Indian  Trading  Posts.  The  more  “in-’ 
their  dress,  the  less  likely  that  even  the  most  des- 
titute of  us  would  have  worn  it  to  class  on  college 
campuses  in  the  depression  days  of  the  early  ’30’s. 
As  does  any  physician,  I abhor  poor  personal  hy- 
giene; but  it  is  rarely  seen  on  college  campuses 
although  superficial  appearances  might  at  first  lead 
one  to  assume  otherwise.  As  patients,  these  stu- 


*Read  at  a Symposium  on  Medical  and  Psychologi- 
cal Problems  of  College  Students,  at  Rhode  Island 
Hospital,  November  12.  1968 


ROSWELL  D.  JOHNSON,  M.D.,  of  Providence, 
R.I.  Director,  Health  Services,  Brown  Universi- 
ty, Providence,  R.I. 


dents  are  delightful  people.  They  deeply  appreciate 
personal  interest  (as  we  all  do)  and  will  usually 
follow  directions  quite  carefully,  if  the  significance 
of  the  therapy  is  explained  to  them.  Their  use  of 
‘ exotic'’  drugs  is  a part  of  their  trying  to  estab- 
lish w:ho  they  are  and  what  the  world  is  and  their 
place  in  it. 

The  second  pressing  problem  of  the  students  is 
concern  about  their  sexual  adequacy,  whether  they 
be  male  or  female.  As  the  Group  for  the  Advance- 
ment of  Psychiatry  (using  the  appropriate  acronym 
GAP)  pointed  out  in  its  admirable  publication 
“Sex  on  the  Campus”,  there  is  no  way  for  a male 
once  and  for  all  to  establish  his  maleness  except 
by  fathering  a child;  nor  can  the  female  portray 
her  ultimate  femaleness  more  convincingly  than 
by  conceiving.  For  the  past  three  years  I have 
spent  anywrhere  from  three  to  ten  hours  a week 
throughout  the  academic  year  talking  with  various 
groups,  both  men  and  women,  in  their  residential 
units.  These  groups  have  fluctuated  in  size  from 
ten  to  twelve  students  to  fifty  or  sixty.  Their  com- 
position has  varied  according  to  circumstances,  con- 
sisting at  times  of  freshmen  on  campus  only  a few 
w-eeks  to  upper  classmen,  such  as  members  of  the 
various  fraternities.  We  have  “told  it  like  it  is’’  with 
a discussion  of  sexual  ethics  and  problems,  a short 
didactic  presentation  of  sexual  anatomy  and  pro- 
cesses, and  a free-wheeling  question-and-answer 
period  which  sometimes  has  gone  on  for  hours.  We 
do  not  believe  that  ignorance  fosters  virtue;  the 
degree  of  naivete  all  too  often  encountered  in  other- 
wise sophisticated  upperclassmen  must  be  heard 
to  be  believed. 

This  type  of  discussion  is  always  concluded  with 
an  invitation  to  the  students  to  see  me  privately  at 
the  Health  Services  to  discuss  personal  questions 
more  fully.  I am  happy  to  say  that  many  have 
done  so.  This  has  had  an  intensely  practical  sec- 
ondary value  by  reinforcing  the  confidentiality 
that  exists  in  our  offices.  Many  of  our  own  girls 
as  well  as  boys  wrhose  girls  are  elsewrhere  come  in 
to  discuss  fears  of  pregnancy.  This  is  not  a time 
to  indulge  in  recriminations.  They  are  willing  and 
anxious  to  share  the  essential  details  with  a con- 
cerned adult.  I have  yet  to  see  a pregnancy  in 


212 


Rhode  Island  Medical  Journal 


this  group  that  resulted  from  a lack  of  information. 
As  we  have  stated,  many  of  their  ideas  are  naive; 
but  this  has  not  been  a significant  factor  in  non- 
marital  pregnancies.  The  biggest  problem  to  be 
faced  in  this  ultimate  tragedy  is  a form  of  pseudo- 
morality in  which  the  partners  will  not  commit 
themselves  to  sexual  intercourse  before  the  actual 
moment  of  truth.  At  those  times  of  heightened  emo- 
tion reasonable  reflection  is  unlikely,  and  momen- 
tary rationalization  condones  any  behavior.  Talk- 
ing over  problems  regarding  intercourse  at  a time 
of  sober  thought  seems  virtually  immoral  to  many 
of  these  young  people,  though  either  one  or  both 
partners  may  have  engaged  in  intercourse  previous- 
ly. When  we  are  answering  questions  about  the 
installation  of  contraceptive  foam  before  inter- 
course, someone  almost  without  exception  asks: 
“Wouldn’t  that  be  very  embarrassing  to  do?”  Since 
this  act  would  be  the  first  in  a series  of  progressive 
steps  and  since  most  of  his  peers  see  the  incon- 
gruity of  the  question,  considerable  merriment 
results.  It  would  be  humorous,  were  it  not  for  the 
dichotomy  in  their  thinking,  which  is  pointed  up 
by  the  question. 

There  is  little  to  be  gained  by  joining  the  “num- 
bers game”  in  estimating  how  many  individuals 
today  as  compared  to  ten,  twenty  or  thirty  years 
ago  have  had  heterosexual  experiences  before  mar- 
riage. It  was  frequent  before  World  War  II.  It  is 
frequent  now.  More  important  than  the  frequency 
of  occurrence  is  the  responsible  nature  of  the  be- 
havior of  the  partners  and  their  commitment  to 
each  other.  We  stress  that  the  greatest  immorality 
is  in  enjoying  things  and  using  people.  Not  infre- 
quently a girl  comes  to  us  distraught  after  she  has 
come  to  the  realization  that  she  has  been  used! 
She  has  not  been  a person;  she  has  been  a thing. 

We  in  the  Health  Services  see  emotional  imma- 
turity on  a greater  scale  than  do  those  involved 
in  other  phases  of  campus  life.  Illness  tends  to 
cause  regression.  Students  hate  to  be  sick.  First 
of  all,  it  interferes  with  academic  production;  sec- 
ondly, and  more  emotionally  important,  is  the  al- 
teration of  the  body  image.  We  occasionally  have 
the  contradiction  of  their  coming  to  ask  for  help, 
yet  offering  serious  resistance  when  we  urge  bed 
rest  as  an  indispensible  part  of  the  therapeutic 
regime.  Any  parent  has  observed  this  same  scene 
with  a small  child  in  his  own  home.  For  many  in- 
dividuals this  is  the  first  time  that  they  have  had 
to  make  a decision  on  their  own  as  to  when  to  see 
a doctor,  when  to  take  medication,  and  how  long 
they  must  remain  “off  the  job.”  Numerous  and 
varied  problems  of  emotional  immaturity  are  en- 
countered; but  in  each  instance  we  must  keep  in 
mind  the  basic  concept  that  these  are  young  and 
growing  people,  whether  or  not  in  college. 


I should  like  now  to  address  you  as  physicians. 
1 can  express  my  thoughts  rather  frankly  and 
bluntly  because  often  you  are  not  directly  involved 
in  their  problems.  While  college  students  who  live 
in  or  near  Greater  Providence  still  look  upon  you 
as  their  personal  physicians,  a large  proportion  of 
our  student  body  comes  from  a distance.  I cannot 
help  but  be  disappointed  in  the  quality  and  quan- 
tity of  the  medical  information  we  receive  about 
them.  We  have  spent  considerable  effort  in  devis- 
ing the  simplest,  most  effective  health  form  we 
have  seen  anywhere.  The  parent  is  asked  to  sign 
it  on  one  side  to  indicate  that  the  history  as  sub- 
mitted is  essentially  accurate  and  the  physician  to 
sign  it  on  the  reverse  side  to  indicate  that,  insofar 
as  he  knows,  the  history  is  basically  correct  and 
the  physical  and  laboratory  data  have  been  done 
as  indicated.  Every  year  we  have  several  individ- 
uals with  severe  medical  problems  come  to  us  with 
no  mention  of  such  difficulties  by  either  the  parent 
or  the  physician.  I am  sorry  to  say  that  these  usu- 
ally are  not  oversights.  We  make  it  clear  that  the 
history  and  physical  examination  are  done  after 
the  student  is  accepted  and  that  they  will  have  no 
bearing  on  his  admission.  One  typical  case  was 
that  of  a student  who  had  been  extensively  inves- 
tigated in  two  outstanding  neurological  centers  in 
North  America  because  of  an  unusual  convulsive 
equivalent.  He  was  on  daily  medication  consisting 
of  three  anticonvulsants;  and  yet  on  the  face  sheet 
of  our  confidential  medical  history  his  parents 
stated  that  the  student  had  not  been  under  a physi- 
cian's care  for  other  than  minor  illness.  Separately 
it  was  stated  that  there  was  no  further  important 
medical  history.  On  the  physician’s  part  of  the 
record  in  answer  to  the  question  “Are  there  any 
additional  factors  in  the  medical  history,  physical 
examination,  dietary  history  or  physical  limitations 
that  we  should  know?”  the  answer  was  “No.”  In- 
stances of  this  sort  are  not  rare. 

In  private  practice  I found  unique  problems  of 
third  party  medicine  where  the  family,  the  physi- 
cian, and  a medical  insurance  carrier  were  involved. 
Our  situation  is  one  step  more  complicated,  in  that 
we  have  fourth  party  medicine  — the  student,  his 
parent,  his  personal  physician,  and  ourselves.  I 
think  it  is  only  fair  when  we  do  any  significant 
investigative  work  on  a student  that  his  own  phy- 
sician be  informed;  the  converse  should  likewise 
hold  true.  Many  times  during  a Christmas  holiday 
or  in  summer  vacations  rather  intensive  investiga- 
tions may  be  done  for  a problem  which  may  be 
old  or  new.  Medications  are  prescribed  which  may 
have  significant  untoward  reactions;  yet  we  know 
nothing  about  it  until  the  student  comes  in  asking 
for  prescription  refills.  One  of  our  most  distressing 
(Continued  on  next  page) 
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problems  involves  the  student  who  comes  to  school 
with  a full  bottle  of  an  amphetamine,  a potent 
fast- acting  barbiturate,  or  a major  tranquilizer. 
The  risk  in  this  practice  is  high.  As  Doctor  Hous- 
ton has  described,  we  have  constant  serious  concern 
over  suicides;  several  of  our  suicide  episodes  have 
been  made  possible  by  a personal  drug  supply  of 
this  nature.  Also  I should  like  to  make  a fervent 
plea  to  physician-fathers  who  have  college-age 
children.  Let  the  college  health  services  exercise 
some  form  of  discretion  in  the  use  of  sedatives  and 
antibiotics.  Every  student  may  properly  have  house- 
hold type  remedies  in  his  possession;  but  prescrip- 
tion medications  should  be  on  hand  only  for  a 
very  good  reason.  We  believe  that  the  giving  of 
directions  for  antibiotic  use  by  a parent  over  the 
telephone  is  not  good  medical  practice,  particularly 
when  medical  service  is  readily  available  and  free. 

I should  like  to  conclude  my  comments  by  dis- 
cussing very  briefly  the  role  of  “drugs”  on  the 
campus.  Alcohol,  for  centuries  the  time-honored 
means  of  escape  for  the  university  student,  con- 
tinues to  be  the  most  dangerous  drug  that  we  en- 
counter. Every  week  we  see  broken  bones  from 
fights  and  falls  due  to  poor  judgment,  severe  cuts 
from  accidents  (putting  a fist  through  a window  or 
glass  door),  or  the  ultimate  tragedy,  death  of  the 
subject  himself  or  possibly  of  others  due  to  oper- 
ating a motor  vehicle  while  under  the  influence  of 
liquor.  We  hear  a great  many  voices  raised  in 
alarm  over  the  use  of  marijuana.  Frequently  these 
voices  belong  to  people  who  have  never  once  talked 
to  a user.  Marijuana,  in  general,  makes  individuals 
passive,  w-hile  alcohol  makes  them  active.  I have 
yet  to  see  anyone  come  to  the  University  Health 
Services  from  an  injury  to  himself  or  to  others  as 
a result  of  using  marijuana.  It  is  pointless  to  en- 
gage in  a discussion  as  to  which  does  the  greater 
harm;  but  I wholeheartedly  share  with  students  a 
feeling  of  revulsion  when  a person  “over  thirty” 
sways  to  and  fro  after  a fourth  martini,  haranguing 
about  the  hazards  of  marijuana.  Marijuana  has 
caused  anxiety  states  among  student  users  and 
certainly  is  a dangerous  drug.  However,  much  of 
what  we  read  in  the  medical  journals  simply  does 
not  give  an  accurate  picture  of  the  drug.  As  I see 
its  effects  from  day  to  day  in  the  occasional  stu- 
dent user,  its  use  is  not  a mark  of  neurosis  or  de- 
generacy. The  student  may  choose  to  indulge  once 
a month  or  once  a week  in  lieu  of  going  on  a “beer- 
bust,”  as  his  more  conventional  brethren  may  do. 
The  term  “bust”  is  well  chosen  in  relation  to  al- 
cohol — ask  any  college  housing  director! 

Fortunately  on  the  Brown  campus  LSD  is  not 
used  to  any  great  extent.  Students  realize  that 
chromosonal  damage  resulting  from  its  use,  al- 
though not  proven,  has  yet  not  been  disproven. 


Until  more  definite  information  is  available,  most 
students  are  content  to  use  other  substances.  Am- 
phetamine usage  is  a serious  problem,  whether  by 
mouth  or  by  injection.  The  preparations  are  readi- 
ly available  on  the  black  market,  and  an  increase 
in  their  use  over  the  last  two  years  has  been  ob- 
served. The  physical  wreckage  that  ensues  in  the 
chronic  user  is  a cause  of  concern  to  students  as 
well  as  to  physicians.  Amphetamine  use  is  thus 
subject  to  some  built-in  controls. 

One  of  the  paradoxes  among  college  students 
today  is  their  gullibility  in  accepting  at  face  value 
the  drug  seller's  pitch  regarding  drug  potency.  The 
Haight- Ashbury  Medical  Clinic  in  San  Francisco 
found  many  months  ago  that  the  contraband  LSD 
being  sold  in  that  area  had  usually  only  about  one 
sixth  of  the  stated  potency.  This  probably  is  the 
situation  all  over  the  country.  We  have  an  occa- 
sional student  who  says  that  LSD  does  not  affect 
him.  A situation  came  to  our  attention  in  which  a 
student  was  apprehended  by  narcotics  officials  for 
the  sale  of  some  capsules  purportedly  containing 
LSD.  The  student  was  taken  into  custody  along 
with  the  contraband  material,  but,  to  the  mixed 
chagrin  and  relief  of  the  student,  analysis  showed 
that  the  capsules  contained  nothing  but  cornstarch. 
He  was  out  a very  significant  amount  of  money 
which  he  had  paid  for  them,  but  was  obviously  in 
no  difficulty  with  the  law.  Even  the  sophisticated 
frequently  are  victims  of  this  sort  of  deception. 
One  recent  flurry  involved  some  white  tablets 
which  allegedly  contained  cocaine,  LSD,  and  am- 
phetamine. They  were  called,  as  usual,  by  a fanci- 
ful name  — “white  wedges”  — and  sold  for  ten 
dollars  apiece.  I am  informed  on  good  authority 
that  they  did  not  contain  any  of  these  substances, 
but  rather  the  drug  DOM  (formerly  STP). 

We  can  no  more  stop  students  from  experiment- 
ing with  drugs  than  we  can  stop  them  from  using 
alcohol.  L’ndoubtedly  some  will  suffer  dangerous 
psychiatric  reactions  from  use  of  these  drugs,  and 
some  will  die.  However,  we  have  poor  social  per- 
spective if  we  become  too  excited  about  this,  while 
we  do  nothing  about  cigarettes  which  cause  50,000 
deaths  a year  from  cancer  and  emphysema.  We 
were  unable  to  do  anything  about  alcohol  in  the 
1920's  because  even  “nice  people”  then  found  it 
fashionable  to  defy  the  law  of  the  land.  We  don't 
get  very  excited  when  20,000  people  die  every  year 
from  cirrhosis  and  mulnutrition  from  alcohol  abuse. 
We  don't  seem  to  be  very  upset  if  25,000  people 
die  yearly  in  traffic  accidents  in  which  alcohol 
played  a significant  part.  Nor  are  we  disturbed 
that  5,500,000  people  in  this  country  every  year 
are  seriously  ill  and  under  medical  treatment  be- 
cause of  addiction  to  alcohol. 

(Concluded  on  Page  217) 
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SCHOOL  PROBLEMS  OF  DISADVANTAGED 
CHILDREN* 


Effective  Program  Necessary  To 
Reduce  Problem  Of  Disadvantaged 
Children  To  Workable  Proportions 

Educational  problems  of  disadvantaged  children 
are  currently  of  national  interest.  This  paper  pre- 
sents impressions  gathered  by  a group  of  psychi- 
atrists, social  workers,  and  clinical  psychologists 
working  at  the  Providence  School  Clinic  for  Edu- 
cationally and  Emotionally  Disadvantaged  Chil- 
dren. This  clinic  is  a Federal  Program  under  Title 
I ESEA  (1965).  From  the  beginning  preventive 
mental  health  techniques  have  been  employed: 
discussion  groups  with  teachers  and  principals,  and 
consultations  with  school  personnel  who  were  work- 
ing with  troubled  children.  However,  evaluation 
and  treatment  of  individual  children  were  also  part 
of  the  program,  and  in  the  past  two  years  over 
three  hundred  children  have  been  referred  to  the 
clinic.  I shall  focus  on  our  experiences  with  these 
disadvantaged  children,  their  parents,  and  teachers. 

The  term  “disadvantaged  child”  is  not  used 
synonymously  with  “poor  child”  or  “slum  child.” 
Disadvantaged  implies,  in  addition  to  poverty,  a 
severe  disorganization  in  the  home.  It  is  assumed 
that  some  of  the  basic  needs  of  these  children  are 
not  met  adequately.  Many  other  families  residing 
in  the  slums  are  quite  capable  of  meeting  the  psy- 
chological needs  of  their  children. 

There  is  considerable  agreement  in  recent  litera- 
ture about  the  common  characteristics  of  the  dis- 
advantaged children.1’2'  School  problems  are  com- 
mon, and  it  is  estimated  that  60  per  cent  have 
learning  handicaps.2 

Consider  a typical  group  of  disadvantaged  chil- 
dren. For  this  I have  chosen  first  graders  to  min- 
imize the  secondary  effects  of  repeated  school  fail- 
ures. Last  spring  all  first  graders  who  had  severe 
reading  disabilities  at  a public  elementary  school 
in  Providence  were  referred  to  the  clinic.  For 
eight  months  these  children  had  been  taught  by 
a competent  and  interested  reading  teacher  in  a 
racially  integrated,  non-graded  classroom.  The 
school  was  new  and  attractive,  and  the  atmosphere 
pleasant.  Ten  per  cent  of  a class  of  210  were  re- 
ferred. They  represented  approximately  30  per 
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cent  of  the  disadvantaged  first  graders.  Although 
referrals  were  based  solely  on  academic  reasons, 
all  20  children  were  disadvantaged.  The  sample  is 
too  small  to  be  statistically  significant.  These  fig- 
ures are  included  only  because  they  parallel  fig- 
ures presented  in  other  studies  dealing  with  larger 
numbers.2 

A complete  evaluation,  including  a social  history 
and  psychological,  psychiatric,  and  pediatric  ex- 
aminations, indicated  that  80  per  cent  of  the  chil- 
dren were  considered  not  retarded,  not  brain  dam- 
aged, and  not  severely  emotionally  disturbed.  I 
shall  describe  these  children  briefly. 

They  were  strangely  passive  and  withdrawn  in 
the  playroom.  Communication  with  them  was  dif- 
ficult: It  was  hard  to  ascertain  whether  my  ques- 
tions were  understood.  Replies  and  spontaneous 
utterances  were  brief  — hardly  ever  was  a sen- 
tence completed.  These  children  did  not  appear 
curious.  Use  of  toys  was  simple  and  concrete.  Very 
little  imagination  or  fantasy  was  displayed.  These 
six  year  old  children  easily  separated  from  their 
parents  in  the  waiting  room.  However,  they  did 
not  seem  to  trust  their  examiner  even  after  they 
had  become  familiar  with  him  and  the  playroom. 
All  children  were  asked  to  draw.  Their  drawings 
were  primitive  and  showed  perceptual  problems. 
At  times  seemingly  passive  and  compliant,  these 
children  could  become  quite  hyperactive  and  dif- 
ficult to  control. 

Psychological  testing  indicated  extremely  limited 
vocabularies  and  deficiencies  in  language  develop- 
ment. Auditory  discrimination  was  poor.  Visual 
motor  coordination  was  below  what  was  expected 
at  their  age  level.  Difficulty  in  dealing  with  shapes 
and  forms  was  evident. 

It  would  be  easy  to  diagnose  all  these  children 
as  suffering  from  minimal  cerebral  dysfunction. 
However,  common  sense  does  not  allow  one  to  put 
30  to  50  per  cent  of  a given  population  into  a 
category  that  implies  organic  impairment. 

Considering  our  difficulties  with  diagnostic  cri- 
teria it  seemed  that  we  were  trying  to  fit  all  the 
learning  and  behavioral  pathology  into  two  etio- 
logical categories:  1)  organic,  where  the  cause  is 
(Continued  on  next  page) 
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malfunction  of  the  central  nervous  system,  and  2) 
emotional,  which  to  most  of  us  is  caused  by  en- 
vironmental influences.  The  possibility  had  been 
overlooked  that  environment  could  influence  in- 
tellectual and  perceptual  ability,  and  so  influence 
the  very  functions  which  we  use  to  evaluate  the 
intactness  of  the  central  nervous  system. 

We  have  held  on  to  outdated  notions  of  prede- 
termined development  of  intelligence  and  percep- 
tual functions,  assuming  that  these  could  develop 
without  being  profoundly  influenced  by  the  en- 
vironment. We  do  this  despite  having  learned  in 
physiology  that  stimulation  is  important  for  de- 
veloping new  functions  and  despite  Piaget's  work 
which  shows  that  cognitive  functions  depend  on 
assimilation  of  new  stimuli. 

Somehow  we  seemed  to  take  for  granted  that  all 
children  lived  in  an  environment  similar  to  ours, 
so  it  may  not  be  inappropriate  to  say  a few  words 
about  the  slum  environment.  Children  in  the  slums 
have  little  experience  in  listening  to  carefully  for- 
mulated explanations  and  precisely  expressed  de- 
mands. They  are  used  to  long  emotional  harangues 
which  they  handle  by  ‘'tuning  out”  the  adults. 
Children  who  grow  up  in  a visually  bleak  and  ugly 
environment  are  not  accustomed  to  discriminating 
between  different  shapes,  forms,  and  colors.  Mid- 
dle class  concepts  of  time  and  space  are  also  quite 
irrelevant  in  the  slums.  If  we  take  all  this  into 
consideration,  we  probably  would  not  say  “failure 
of  a child  with  a mental  age  of  6 or  7 to  draw  a 
diamond  is  indicative  of  a visual  motor  problem 
and  hence  brain  damage,’’3  or,  when  talking  about 
dyslexia  in  children,  “the  defect  is  in  the  ability 
to  deal  with  letters  and  words  as  symbols,  with 
resultant  diminished  ability  to  integrate  the  mean- 
ingfulness of  written  material.  The  problem  ap- 
pears to  reflect  a basic  disturbed  pattern  of  neuro- 
logic organization.”4 

The  slum  not  only  influences  the  ability  to  learn 
but  also  has  a profound  effect  on  the  emotional 
development  of  the  child.  There  is  little  in  the  en- 
vironment of  the  disadvantaged  child  that  would 
induce  him  to  develop  trust  in  adults.  Children 
who  get  little  protection  from  adults  have  to  run 
from  danger;  hence  the  tendency  of  slum  children 
to  resolve  anxiety  in  a diffuse  motor  discharge; 
i.e.,  running  aimlessly.  Postponement  of  gratifica- 
tion frequently  brings  no  rewards  in  the  slums,  so 
Freud’s  “Reality  Principle”  does  not  necessarily 
apply  in  the  slum  reality. 

Imagine  the  children  described  above  entering 
the  first  grade.  They  come  eagerly,  sent  by  their 
parents  who  hope  that  education  provides  a way 
out  of  their  misery:  however,  the  children  soon 
realize  that  they  can  not  comprehend  what  is  ex- 
plained to  them,  can  not  perform  what  is  expected 
by  their  teacher,  and  can  not  keep  their  attention 
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on  her.  Even  their  best  behavior  and  best  efforts 
are  frequently  not  good  enough.  School  becomes 
another  place  where  they  are  not  wanted.  The 
school  experience  confirms  the  feeling  of  failure 
and  inadequacy  already  sensed  in  the  home.  After 
several  years  of  failure  and  frustration  their  de- 
pression and  anger  could  become  so  deep  that 
these  children  will  not  accept  remedial  programs. 

The  importance  of  school  age  for  development 
of  identity  and  the  psychological  dangers  involved 
have  been  excellently  described  by  Erik  Erikson: 
“The  child's  danger  at  this  stage  lies  in  a sense 
of  inferiority  and  inadequacy.  . . . Many  a child's 
development  is  disrupted  when  family  life  has 
failed  to  prepare  him  for  school  life  or  when  school 
life  fails  to  sustain  the  promises  of  earlier  stages.”5 
The  child  will  abandon  hope  of  joining  the  produc- 
tive part  of  the  society  and  will  be  doomed  to  in- 
feriority and  failure. 

Neither  abandoning  hope  nor  denial  of  the  dif- 
ficulty of  the  task  will  help  when  working  in  a 
disadvantaged  area.  Phychiatric  treatment  is  of 
little  value  when  a child  is  in  a harmful  school 
situation.  It  is  equally  ineffective  to  treat  angry 
adolescents  who  have  already  failed  at  school.  Such 
adolescents  are  ready  to  destroy  the  world  in  which 
they  they  cannot  succeed,  and  themselves  in  the 
process. 

Recent  literature  indicates  that  treatment  ef- 
forts should  focus  on  preventing  early  school  fail- 
ure. The  way  public  schools  function,  30  to  60 
per  cent  of  disadvantaged  children  wall  fail.  It  is 
admittedly  hard  to  look  at  the  nice,  prim,  gray- 
haired school  teacher  as  a Typhoid  Mary,  spread- 
ing failure  and  discouragement  without  the  slight- 
est idea  that  she  is  doing  so.  However,  it  is  neces- 
sary for  the  schools  to  acknowledge  their  part  in 
the  failure  of  disadvantaged  chilrren. 

Changes  in  curriculum  and  teaching  techniques 
are  necessary.  In  these  areas  a child  psychiatrist 
has  no  expertise.  However,  he  is  qualified  to  ad- 
vise on  emotional  aspects  of  learning  and  teaching. 
Through  his  understanding  of  individual  children, 
the  child  psychiatrist  can  help  the  educator  to  de- 
vise more  suitable  educational  approaches.  Teach- 
ers become  anxious  because  they  do  not  under- 
stand disadvantaged  children  and  are  uncertain 
about  their  own  role.  This  leads  to  irrational  ri- 
gidity in  the  “educational  establishment.”  The  psy- 
chiatrist can  be  of  considerable  help  to  the  edu- 
cator, provided  he  keeps  in  mind  that  he  is  expert 
only  in  the  emotional  aspects  of  school  problems-. 
Psychiatric  consultation  can  help  the  educators 
to  use  more  effectively  their  own  skills  for  re- 
medial action. 

The  psychiatrist  should  not  forget  that  the  con- 
cept of  "early  intervention’’  and  projects  “Head 
Start”  and  “Follow  Through”  were  conceived  by 
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educators.  These  projects  are  designed  to  help  dis- 
advantaged children  to  overcome  lags  in  cognitive 
development.  They  also  possess  mental  health  po- 
tential which  could  be  realized  if  psychiatrists, 
teachers  and  social  workers  work  together. 

No  preventive  program  can  expect  100  per  cent 
success.  Many  children  will  still  need  individual 
psychotherapy  and  medication  to  reduce  anxiety 
and  hyperactivity.  Innumerable  disadvantaged 
families  would  profit  from  casework.  A successful 
preventive  program  should  ideally  reduce  the  task 
of  the  mental  health  professions  to  workable  pro- 
portions. 

Although  the  physician’s  primary  role  is  to  re- 
duce suffering,  it  is  also  his  responsibility  to  deal 
with  factors  that  cause  this  large  scale  “Death  at 
an  Early  Age”6  of  so  many  disadvantaged  children. 
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COLLEGE  DROPOUTS 

(Concluded  from  Page  210) 
make  constructive  use  of  time  not  prestructured 
for  them. 

Members  of  this  group  are  sometimes  not  well 
disposed  toward  making  use  of  psychiatric  help; 
they  tend  to  consider  it  as  some  kind  of  gimmick, 
and  to  select  as  alternatives  taking  hallucinogenic 
drugs,  or  joining  some  cult,  hoping  the  problem 
will  go  away. 

Our  quite  considerable  dropout  rate  reflects  a 
central  fact  about  education.  There  is  in  America 
an  assumption,  generally  overemphasized,  that  col- 
lege is  a positive  good  for  most  young  people.  It 
is  time  to  call  this  belief  into  question.  It  is  clear 
that  for  many  young  people  there  are  attractive 
and  effective  alternatives  to  college  — and  certainly 
to  a conventionally  structured  four-year  academic 
program.  Strong  pressures  are  put  on  students  to 
get  degrees,  and  there  are  implications  of  failure 
and  disgrace  for  those  who  do  not.  But  for  those 
bright  and  creative  people  whose  talents  and  in- 


terests are  not  primarily  those  demanded  by  col- 
lege, an  academic  degree  program  is  a waste. 

And  for  bright  and  creative  people  who  can  ben- 
efit from  a college  program,  but  whose  individual 
psychological,  maturational,  or  intellectual  patterns 
demand  other  than  a conventional  or  normative 
approach,  allowance  must  be  made.  Dropping  out 
often  constitutes  such  an  allowance  — a chance 
to  re-assess,  catch  up,  take  a rest.  We  must  re- 
member that  the  decision  to  drop  out  usually  in- 
volves soul-searching  and  the  pain  of  defying  strong 
external  pressures.  Often  it  would  be  easier  for 
students  to  remain  in  school.  But  in  most  cases 
their  choice  is  a useful  one.  Large  numbers  of 
dropouts  return,  and  a significant  proportion  of 
these  report  two  gains:  growth  of  general  confi- 
dence and  greater  sense  of  vocational  direction. 
The  so-called  dropout  problem  is  a misnomer. 
Those  of  us  who  are  in  education  are  involved  in 
the  problems  of  youth  — learning,  constructing 
an  identity,  and  working  effectively  — and  we 
must  not  be  led  astray  by  false  issues. 
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MEDICAL  AND  PSYCHOLOGICAL  PROBLEMS 
COLLEGE  STUDENTS 

(Concluded  from  Page  214) 

This  generation  of  young  people  are  saying  to 
all  of  us  that,  if  there’s  a good  reason  for  a re- 
striction or  a law  or  a custom,  the  majority  of 
them,  with  concern  for  their  fellow  man,  will  fol- 
low that  restriction.  They  find  it  difficult  to  un- 
derstand why  there  is  on  the  statute  books  of  the 
State  of  Rhode  Island  a law  which  provides  that 
the  giving  of  one  marijuana  cigarette  to  a friend 
can  result  in  a minimum  prison  sentence  of  20 
years  and  a felony  conviction  on  his  record.  Yet 
he  can  sell  a case  of  whiskey  to  a minor  and  sus- 
tain only  a wrist-slapping  fifty  dollar  fine,  which 
is  considerably  less  than  the  profit  he  can  make  on 
the  deal.  They  find  this  hard  to  explain,  and  so  do 
I.  These  young  men  and  women  are  trying  hard 
to  tell  us  something.  The  least  we  can  do  is  to 
listen. 


Box  1906 

Brown  University 

Providence,  R.I.  02912 


April  1969 


217 


Progress  Notes  . . . 

CURRENT  CONCEPTS  OF  CALCIUM 
METABOLISM 


Calcium  Homeostasis  Regulated  By- 
Vitamin  D.  Parathormone , and 
Thyroealcitonin  Through  Delicate 
Feedback  Mechanism 

The  purpose  of  this  paper  is  to  review  current 
concepts  concerning  calcium  metabolism.  In  the 
intermediary  metabolism  of  calcium  the  three 
primary  controlling  factors  are  vitamin  D,  para- 
thyroid hormone,  and  calcitonin. 

The  normal  daily  calcium  requirement  in  man 
is  calculated  to  be  500  mg.  for  the  average  adult. 
This  increases  to  one  gram  per  day  in  the  preg- 
nant female  and  1.5  grams  in  the  lactating  female. 
It  is  estimated  that  the  growing  child  needs  1-1.5 
grams  of  calcium  per  day.  The  normal  blood  cal- 
cium level  is  5-15  mg.  per  cent,  i.e.,  5 milliequiva- 
lents  per  liter.  Calcium  is  needed  for  clot  forma- 
tion and  retraction,  bone  and  tooth  formation, 
cell  permeability,  and  cardiac  function.  A signifi- 
cant increase  in  the  serum  calcium  level  produces 
a shortening  of  the  QT  interval  in  the  electro- 
cardiogram and  may  in  the  presence  of  digitalis 
produce  block  and  fibrillation.  Contrariwise  a de- 
crease of  serum  calcium  produces  bradycardia.  A 
deficient  serum  calcium  produces  tetany  as  evi- 
denced by  Chvostek’s  and  Trousseau's  signs.  Te- 
tany associated  with  respiratory  alkalosis  was  for- 
merly thought  to  be  due  to  a reduction  in  serum 
ionized  calcium.  It  is  now  postulated,  however, 
that  since  the  minute  change  in  the  total  ionized 
calcium  is  insignificant,  tetany  is  primarily  due 
to  the  effect  of  hydronium  ions  on  cell  membrane 
irritability.  Conversely,  an  increased  serum  cal- 
cium may  produce  profound  muscular  weakness. 

As  shown  schematically  in  Figure  1,  calcium  me- 
tabolism is  a dynamic  structure  with  four  major 
components:  the  gastrointestinal  tract,  the  intra- 
cellular and  extracellular  fluid  compartments,  the 
bone  stores,  and  the  renal  system.  If  1000  mg.  of 
calcium  is  ingested  in  the  diet  during  24  hours,  one 
can  assume  a total  passage  through  the  gastroin- 
testinal tract  of  1,600  mg.  since  during  the  same 
period  an  additional  600  mg.  of  calcium  is  se- 
creted, resorbed,  and  absorbed  calcium  is  in  con- 
stant exchange  with  the  calcium  in  the  extracellu- 
lar fluid  compartment,  which  is  measured  at  about 
900  mg.  There  is  a further  free  dynamic  exchange 
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with  the  intracellular  fluid  which  is  quantitated  at 
about  11,000  mg.  Of  the  approximately  10,000  mg. 
of  calcium  filtered  through  the  kidney  each  24 
hours,  only  100  mg.  is  excreted.  The  extracellular 
fluid  is  also  in  equilibrium  with  20,000  mg.  of 
ionic  surface  exchange  calcium,  which  in  turn  is 
in  equilibrium  with  approximately  4,000  mg.  of 
exchangeable  or  labile  bone  stores  of  calcium.  The 
body's  main  mass  of  calcium,  which  is  in  the  form 
of  non-exchangeable  or  stable  bone  forms,  meas- 
ures approximately  1,000,000  mg.  of  calcium.  This 
stable  store  is  also  in  equilibrium  with  the  extra- 
cellular fluid,  being  deposited  and  resorbed  at  the 
rate  of  500  mg.  per  day. 

Calcium  absorption,  which  requires  oxidative 
phosphorylation,  occurs  in  the  upper  one-third  of 
the  intestine.  Absorption  in  the  lower  two-thirds  of 
the  bowel  can  be  enhanced  by  removing  the  upper 
one-third.  However,  this  capability  decreases  with 
age,  especially  in  the  post-menopausal  female.  Cal- 
cium absorption  from  the  gastrointestinal  tract 
can  be  enhanced  by  an  acid  milieu,  vitamin  D, 
parathormone,  a high  protein  diet,  and  increased 
bodily  need  such  as  that  in  pregnancy.  Calcium 
absorption  will  be  diminished  in  the  presence  of 
excessive  alkali,  as  in  peptic  ulcer  therapy,  by  ex- 
cess fats  which  produce  calcium  soaps,  and  by 
excess  of  anion  compounds  such  as  oxalates,  phos- 
phates. and  phvtates.  Calcium  absorption  is  also 
decreased  in  the  presence  of  systemic  steroids.  It 
is  postulated  that  vitamin  D causes  an  increase  in 
the  calcium  transport  of  the  gut  mucosa,  thus  fa- 
cilitating the  equilibrium  between  the  lumen  and 
the  serum  or  extracellular  fluid  compartment.  This 
transport  requires  an  intact  RXA  system.  The  net 
absorption  of  calcium  from  the  gastrointestinal 
tract  is  probably  due  to  the  presence  of  parathy- 
roid hormone. 

The  normal  serum  calcium  measures  approxi- 
mately 10  mg.  per  cent.  Two-thirds  of  this  is  in 
an  ultra-filterable  form,  i.e.,  ionized  or  complex, 
while  one-third  is  bound  to  albumin  and  globulin. 
Thus  in  liver  disease,  where  there  is  a decrease  in 
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serum  albumin  and  decrease  in  total  protein,  there 
is  also  a decrease  in  the  total  serum  calcium.  How- 
ever, a compensatory  rise  in  the  ionized  serum 
calcium  may  occur. 

The  kidney  is  the  major  organ  for  calcium  ex- 
cretion. Calcium  excretion  may  be  enhanced  by 
increased  serum  levels  of  calcium  and  by  increased 
steroids  (probably  a result  of  increased  bone  re- 
sorption). Urinary  excretion  is  also  increased  by 
vitamin  D and  parathormone.  Although  parathor- 
mone and  vitamin  D increase  renal  resorption  of 
filtered  calcium,  there  is  a net  increase  in  excretion 
because  of  the  markedly  elevated  serum  calcium 
levels.  Renal  excretion  of  calcium,  however,  de- 
creases in  the  presence  of  renal  disease.  Vitamin  D 
and  parathormone  further  influence  calcium  levels 
by  their  indirect  effect  on  phosphate  through  the 
solubility  product  (calcium  concentration  x phos- 
phate concentration  equals  a constant). 

Phosphate  is  not  actively  absorbed  in  the  gastro- 
intestinal tract.  The  normal  serum  level  is  3.5,  plus 
or  minus  0.5  per  cent.  Serum  phosphate  is  de- 
creased by  insulin,  as  seen  in  the  postprandial 
state,  and  by  estrogens  and  androgens.  It  is  in- 
creased by  growth  hormone.  Phosphate  is  filtered 
in  the  urine  and  resorbed  in  the  proximal  convo- 
luted tubules  possibly  in  competition  with  glucose. 
Parathormone  increases  phosphate  excretion  by  in- 
hibiting its  absorption,  while  vitamin  D by  in- 
creasing the  serum  calcium  ion  conserves  phosphate 
by  reducing  the  parathormone  level,  invoking  a neg- 
ative feedback  mechanism.  In  the  absence  of  pa- 
rathormone vitamin  D alone  produces  phospha- 
turia.  Thyrocalcitronin  also  affects  the  renal  per- 
fusion of  phosphate,  causing  an  increased  secretion 
of  phosphate.  Thyrocalcitonin  produces  this  effect 
by  reducing  serum  calcium,  thus  in  turn  causing 
a release  of  parathormone  by  the  parathyroid 
glands  with  a resulting  increase  in  phosphate  ex- 
cretion. When  large  doses  of  thyrocalcitonin  are 
given  to  parathyroidectomized  animals,  phospha- 
turia  alone  is  produced.4 

The  sum  of  calcium  in  the  extracellular  fluid, 
that  in  the  intracellular  fluid,  the  ionic  exchange 
calcium,  and  the  rapidly  exchangeable  solid  phase 
of  bone  constitutes  the  calcium  pool.  These  total 
about  44,000  mg.  calcium.  Using  calcium  45  and 
calcium  40, 2 kinetic  and  balance  studies  show  that 
the  pool  remains  constant  regardless  of  the  level 
of  absorption  of  calcium  through  the  gut  at  absorp- 
tion levels  of  4.5  mg.  to  83.4  mg.  per  day.  Since 
the  entire  pool  does  not  change  with  increased  ab- 
sorption, the  pool  size  has  no  regulatory  role.  With 
increased  absorption  there  is  a slight  increase  in 
bone  deposition,  but  bone  resorption  decreases  in 
linear  relation  with  calcium  absorption.  Thus  it 
appears  that  bone  resorption  controls  serum  cal- 
cium. But  what  is  the  mechanism? 


Serum  calcium  can  be  increased  experimentally 
by  the  constant  infusion  of  calcium  gluconate  in- 
travenously or  reduced  by  the  infusion  of 
Na2EDTA  at  various  rates,  thus  producing  steady 
state  concentrations  of  serum  calcium  ranging 
from  6-14  mg.  per  cent.  Using  normal  and  thyro- 
parathyroidectomized  dogs,6  the  half-time  for  at- 
taining a steady  state  is  1.2  hours  in  normal  dogs 
and  2.0  hours  in  dogs  subjected  to  the  operation. 
A change  in  infusion  rate  in  normal  dogs  produces 
a change  in  the  serum  calcium  which  is  only  one- 
half  that  in  dogs  subjected  to  the  operation.  There- 
fore, without  hormones  the  bone  is  still  able  to 
function  as  a calcium  buffer.  However,  the  steady 
state  produced  is  a pseudo  steady  state  because 
the  mechanism  can  be  overcome  if  the  process  is 
continued  long  enough.  Thus,  what  is  measured  is 
the  bone's  capacity  to  serve  as  a temporary  res- 
ervoir. 

What  effects  this  large  bone  calcium  reservoir? 
Parathormone  has  been  shown  to  cause  an  increase 
in  osteoclast  activity.3  In  nephrectomized  animals, 
there  is  an  increase  in  the  total  number  of  osteo- 
clasts in  any  bone  such  as  the  tibia.  If  the  animal 
is  parathyroidectomized  first,  no  change  is  pro- 
duced Therefore  the  increase  in  the  osteoclasts  is 
taken  as  an  index  of  parathormone  activity.  Thus 
parathormone  is  believed  to  affect  the  solid  or 
stable  phase  of  bone  and  is  released  by  a decrease 
in  the  serum  ionized  calcium. 

Thyrocalcitonin,  however,  probably  affects  the 
whole  of  the  bone  system.4  It  is  produced  by  the 
parafollicular  cells  of  the  thyroid  gland  and  is  re- 
leased in  response  to  an  elevated  serum  ionized 
calcium,  as  proved  by  perfusion  of  thyroid  glands 
separated  from  parathyroid  glands.  This  effect  is 
not  related  to  a releasing  factor  either  in  the  para- 
thyroid or  in  the  pituitary  gland.  It  had  been  re- 
ported that  thyrocalcitonin  is  released  by  glucagon, 
(Continued  on  next  page) 
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but  more  recently  this  claim  has  been  refuted.1  Re- 
cent studies  indicate  that  calcitonin  is  produced 
in  the  parathyroid  and  thymus  glands.  Thus,  it  is 
elaborated  in  structures  which  are  derivatives  of 
the  ultimobranchial  bodies  of  lower  animal  forms. 
Thyrocalcitonin  is  a polypeptide  with  a molecular 
weight  of  5-8.000.7  It  is  not  active  on  the  gastro- 
intestinal system9  and  only  partially  so  on  the 
kidney.4  Thyrocolcitonin  produces  a decrease  in 
serum  calcium  without  an  associated  increase  of 
calcium  in  either  the  feces  or  the  urine.  In  para- 
thyroidectomized  rats  thyrocalcitonin  does  not 
block  or  neutralize  parathormone  activity.9  Rather 
it  acts  directly  on  bone,  inhibiting  the  resorptive 
process  and  actively  metabolizing  bone  regardless 
of  the  presence  of  parathormone.  While  calcitonin 
is  species-specific,  porcine  thyrocalcitonin  has  re- 
duced serum  calcium  in  patients  with  diffuse  car- 
cinomatosis. In  two  patients  with  pseudohypopa- 
rathyroidism the  thyroid  gland  contained  100  times 
the  normal  concentration.  Removal  of  the  thyroid 
gland  in  one  of  these  patients  produced  immediate 
relief  of  symptoms.  However,  the  symptoms  even- 
tually recurred,  thus  lending  support  to  the  con- 
cept that  thyrocalcitonin  production  occurs  in  other 
derivaties  of  the  ultimobranchial  bodies.  On  the 
basis  of  this  evidence  the  question  has  been  raised 
as  to  whether  thyrocalcitonin  may  be  responsible 
for  producing  hyperparathyroidism.4 

Thyrocalcitonin  has  been  purified  from  human 
thyroid  glands.  A dose  of  15  mg.  administered  in- 
travenously over  one  hour  in  patients  with  hyper- 
calcemia has  produced  a fall  in  the  serum  calcium 
of  2 mg.  per  cent  for  a period  of  three  hours  and 
also  a fall  in  phosphate.7  This  preparation  mark- 
edly reduces  not  only  calcium  and  phosphorus  but 
also  to  a lesser  extent  magnesium  ion. 

As  shown  by  X-ray  studies  in  vivo  thyrocalci- 
tonin produces  an  increase  in  calcium  deposits  in 
bone  with  an  increase  in  the  trabecular  pattern 
adjacent  to  the  epiphyseal  plates,  i.e. , in  the  meta- 
physes.5  On  histological  sectioning  of  the  meta- 
physes,  there  is  a reduction  of  osteoclasts  and  an 
increase  in  trabecular  bone  formation. 

The  interrelationship  between  thyrocalcitonin 
and  parathormone3  is  illustrated  in  experiments 
using  thyroparathyroidectomized  dogs.  Parathor- 
mone alone  produces  an  increase  in  serum  calcium 
ion.  Parathormone  plus  thyrocalcitonin  causes  a 
lowering  of  serum  calcium,  except  when  the  initial 
serum  calcium  is  very  low,  i.e.,  below  5 mg.  per 
cent.  When  thyroparathyroidectomized  rates  are 
made  deficient  in  vitamin  D,  parathormone  has  no 
effect  in  elevating  serum  calcium.  However,  thy- 
rocalcitonin produces  a decrease  in  serum  calcium 
in  both  vitamin  D deficient  and  vitamin  D treated 


rats,  although  the  effect  is  greater  in  the  treated 
rats  because  of  the  higher  initial  calcium  level. 

As  previously  noted  the  number  of  osteoclasts 
in  nephrectomized  rats  is  used  as  an  index  of 
parathormone  activity.  Thyrocalcitonin  produces  a 
marked  fall  in  calcium  and  phosphorus  in  thyroid- 
ectomized  rats,  and  produces  an  even  greater  num- 
ber of  osteoclasts,  indicating  an  increase  in  pa- 
rathormone activity.  Thyrocalcitonin  produces  an 
increase  in  number  of  osteoclasts  in  normal  rats, 
but  to  a less  marked  degree.3  Newer  evidence  shows 
that  thyrocalcitonin  in  the  parathyroidectomized 
rats  produces  an  increase  in  the  number  of  osteo- 
blasts and  a decrease  in  the  number  of  osteoclasts, 
with  a resulting  increase  of  demineralized  bone.4 
This  can  be  interpreted  as  either  an  increase  in 
new  bone  formation  or  a decrease  in  bone  calcifi- 
cation. The  consensus  has  been  that  thyrocalci- 
tonin produces  a decrease  in  calcium  and  phos- 
phorous by  decreasing  bone  resorption  rather  than 
by  causing  uptake  of  calcium  ion  by  bone.  This  is 
explained  on  the  basis  of  area  diffusion.  It  is  es- 
timated that  the  bone  surface  available  for  calcium 
exchange  is  about  100  acres.  The  ionic  surface  ex- 
change calcium  is  in  constant  equilibrium  with  the 
labile  bone  stores.  By  decreasing  by  a very  min- 
ute amount,  the  rate  at  which  calcium  is  made 
accessible  from  bone,  multplying  the  effect  by  the 
vast  surface  area  available  for  exchange,  a marked 
fall  in  serum  calcium  will  result.  It  has  been  shown 
further  that  thyrocalcitonin  produces  a decrease 
in  the  fibroblastic  and  osteaclastic  proliferation 
produced  by  parathormone  in  embryonic  bone.3 
This  raises  the  questions:  does  thyrocalcitonin  sup- 
press the  osteaclasts  in  the  presence  of  parathor- 
mone? or  does  it  decrease  serum  calcium  through 
inhibition  of  calcium  transfer  by  the  osteocytes, 
thus  nullifying  the  effect  of  the  osteoclastosis  pro- 
duced secondary  to  the  hyperparathyroidism? 

What  then  is  the  mechanism  of  the  action  of 
thyrocalcitonin?  In  the  first  place,  in  long-term 
therapy  there  seems  to  be  a cellular  shift,  with  the 
osteoblasts  eventually  outnumbering  the  osteoclasts. 
Secondly,  thyrocalcitonin  regulates  cellular  pH  by 
decreasing  the  cellular  citrate.  It  also  activates 
phosphodiesterase  and  produces  a decrease  in  acid 
phosphatase,  while  parathormone  increases  acid 
phosphatase.  The  inorganic  ion  concentration  alone 
(based  on  the  formula  calcium  concentration  x 
phosphorous  concentration  equals  a constant)  is 
probably  insufficient  to  produce  apatite  (a  cal- 
cium phosphate  compound).  An  inhibiting  factor 
which  prevents  calcification  of  collagen  is  probably 
also  involved.  This  inhibiting  factor  may  be  inacti- 
vated by  phosphatase.4 

The  vitamin  D deficient  animal  is  insensitive  to 

(Continued  on  Page  226) 
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NUTRITIONAL  IMPLICATIONS  OF 
REGIONAL  ENTERITIS* 


Feasibility  of  Long  Term  High 
Caloric  Parenteral  Therapy  For 
Acute  Exacerbations  Is  Demon- 
strated 

The  etiology  of  regional  enteritis  is  presently 
unknown.  The  usual  course  is  chronic  with  gradual 
progression  and  acute  exacerbations.  Individuals 
having  the  disease  lead  an  otherwise  undisturbed 
life  for  extended  periods  with  the  exception  of  oc- 
casional minor  gastrointestinal  complaints.  How- 
ever, during  the  periods  of  acute  exacerbation  the 
patient  is  usually  seriously  ill  and  often  has  to  be 
hospitalized.  Due  to  progressive  pathological 
changes  in  the  intestinal  wall,  complete  or  partial 
intestinal  obstruction  with  all  of  its  clinical  and 
metabolic  consequences  usually  develops. 

Frequently  during  acute  episodes  patients  de- 
velop hypoproteinemia  associated  with  negative 
nitrogen  and  potassium  balance.  There  is  a result- 
ing weight  loss  and  severe  wasting  with  loss  of 
resistance  to  intercurrent  infections.  Also  impaired 
is  the  ability  to  withstand  the  stress  of  an  operative 
procedure,  accomplish  tissue  healing,  rebuild  body 
mass,  and  effect  proper  recovery.1-4 

Nutritional  implications  of  the  disease  were  early 
recognized.  Lately  it  has  been  shown  that  amyloi- 
dosis may  occur  during  the  long  course  of  the  dis- 
ease, secondary  to  severe  metabolic  impairment 
and  cachexia.11 

In  this  communication  we  shall  report  the  case 
of  a twenty-three  year  old  man,  who  during  a 
sixth  episode  of  acute  exacerbation  developed  se- 
vere wasting,  multiple  fistulas  to  the  abdominal 
wall  following  a small  bowel  resection,  delayed 
healing,  gastrointestinal  bleeding,  and  a yeast  sep- 
ticemia. 

Prolonged  high  caloric  feedings  instituted 
through  a central  venous  catheter  resulted  in  pos- 
itive nitrogen  and  potassium  balance,  adequate 
tissue  healing,  and  prompt  recovery. 

CASE  REPORT 

R.H.  (R.I.  Hospital  No.  803416),  a 23-year-old 
man,  was  admitted  to  the  hospital  with  severe  ab- 
dominal pain,  nausea  and  vomiting,  and  abdominal 
distension  of  48  hours’  duration. 
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Past  history  revealed  several  previous  admis- 
sions. He  had  been  well  until  June  1950  (aged 
four)  when  he  had  had  a left  inguinal  herniorrha- 
phy. In  May  1955  (aged  eight)  he  was  again  ad- 
mitted with  abdominal  pain,  nausea  and  vomiting, 
diarrhea,  marked  tenderness  in  the  right  lower 
quadrant  on  abdominal  and  rectal  examination, 
and  significant  leucocytosis.  An  exploratory  lapar- 
otomy was  carried  out  with  a preoperative  im- 
pression of  acute  appendicitis,  but  the  appendix 
was  not  in  fact  inflamed.  Exploration  revealed  an 
inflammatory  mass  of  the  terminal  ileum  typical 
of  regional  enteritis.  A bypass  side-to-side  ileo- 
transverse  colostomy  was  carried  out.  Postoperative 
course  was  stormy,  characterized  by  wound  and 
systemic  infection  due  to  Staphylococcus  aureus. 
Despite  the  complications  he  recovered  fully  and 
was  discharged. 

In  June  1955,  one  month  later,  the  patient  was 
readmitted,  complaining  of  anorexia,  mild  abdom- 
inal pain,  diarrhea,  and  significant  weight  loss.  On 
physical  examination  he  was  pale  and  obviously 
cachectic.  Anemia  (Hct.  to  28  per  cent)  and  hypo- 
proteinemia (total  protein  5.2  g.  per  cent)  were 
noted.  Barium  enema  x-ray  examination  proved 
the  diagnosis  of  regional  enteritis  involving  the 
terminal  ileum.  The  patient  was  prepared  with 
blood  transfusions  and  prophylactic  antibiotics  and 
ten  days  later  underwent  a right  colectomy  with 
ileotransverse  colostomy.  After  an  uncomplicated 
postoperative  course  he  was  discharged  twenty 
days  later. 

Since  June  1955  the  patient  has  been  admitted 
four  times  (October  1955,  October  1959,  November 
1964,  and  February  1967)  for  treatment  of  acute 
exacerbations  of  the  disease.  During  these  admis- 
sions he  was  treated  with  improvement  with  corti- 
sone acetate  and  injections  of  ACTH  on  two  oc- 
casions, in  October  1955  and  February  1967. 

The  patient  was  readmitted  in  August  1967, 
acutely  ill,  with  severe  abdominal  pain,  vomiting, 
(Continued  on  next  page) 
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and  abdominal  distension.  After  a period  of  con- 
servative treatment  with  nasogastric  intubation  and 
intravenous  fluids,  evaluation  by  means  of  barium 
enema  examination  revealed  complete  obstruction 
of  the  small  bowel  in  its  terminal  portion.  Since 
the  patient  did  not  improve  on  conservative  treat- 
ment, exploratory  laparotomy  was  undertaken. 
Three  feet  of  terminal  ileum  were  found  involved 
by  the  disease.  A small  bowel  resection  with  re- 
section of  the  old  anastomosis  and  ileotransverse 
colostomy  were  carried  out. 

The  patient  experienced  a stormy  postoperative 
course.  Seven  days  postoperatively  he  developed 
wound  dehiscence,  which  was  repaired.  Three  fis- 
tulas to  the  abdominal  wall  then  appeared,  one 
duodenal  and  two  small  bowel.  A feeding  jejunos- 
tomy  had  to  be  carried  out,  and  high  caloric 
(3,000-3,500  calories  daily)  feedings  were  insti- 
tuted. His  condition  improved  and  body  weight 
increased  from  65  lb.  to  90  lb.  He  developed  upper 
gastrointestinal  bleeding  one  month  postoperative- 
ly, necessitating  a vagotomy  and  pyloroplasty. 
Following  this  a Candida  albicans  septicemia  su- 
pervened, probably  as  a complication  of  prolonged 
treatment  with  broad  spectrum  antibiotics.  This 
infection  responded  to  administration  of  ampho- 
tericin B.  There  was  significant  additional  cachexia 
and  weight  loss  to  67  lb.,  but  finally  the  patient 
improved.  His  weight  stabilized  at  100  lb.,  and  he 
was  discharged  six  months  postoperatively  with 
the  fistulas  still  present.  (1  K.  = 2.2  lb.) 

He  remained  free  of  symptoms  until  April  1968, 
working  and  tolerating  very  well  a low  residue  diet. 
Four  days  prior  to  admission  he  began  draining 
unusually  large  amounts  of  fluid  through  the  old 
gastrostomy  site  and  from  the  two  small  bowel 
fistulas.  Although  he  felt  some  vague  abdominal 
pain,  he  had  not  diarrhea  or  symptoms  of  small 
towel  obstruction. 

Physical  examination  showed  the  presence  of 
three  abdominal  wall  fistulas,  one  at  the  site  where 
a gastrostomy  had  been  performed  and  two  com- 
municating through  the  abdominal  wall  with  small 
bowel,  as  proven  by  x-ray  studies.  Recurrence  of 
the  disease  in  the  last  thirty  centimeters  of  the 
small  bowel  was  demonstrated  by  barium  enema 
examination,  but  the  bowel  was  not  completely  ob- 
structed. His  weight  was  86  lb. 

A central  venous  catheter  was  inserted  percu- 
taneously  via  the  left  subclavian  vein  into  the  su- 
perior vena  cava.  A high  caloric,  high  protein,  high 
carbohydrate  regime  was  instituted  by  slow  intra- 
venous drip,  providing  daily  16-20  g.  of  nitrogen, 
450  g.  of  glucose,  60-80  mEq.  of  KC1,  14  mEq. 
of  magnesium  sulfate,  and  sodium  and  vitamins 
in  adequate  amounts.  This  was  specifically  de- 
signed (Table  I)  to  provide  the  patient  with  3,000 
calories  daily.  After  the  31st  day  the  patient’s  in- 


take was  supplemented  with  oral  feedings  of  a soft, 
high  protein,  and  high  carbohydrate  low  residue 
diet,  which  he  tolerated  extremely  well. 


TABLE  I 

DAILY  INTAKE  INTRAVENOUSLY 

FLUID 

3500  ml.  of  water 

NITROGEN 

16  g. 

KC1 

60  mEq. 

Mg 

14  mEq. 

Na 

80  mEq. 

GLUCOSE 

450  g. 

VITAMINS 

C 

500  mg. 

A 

1000  USP 

D 

1000  US  P 

Bi 

.50  mg. 

B, 

10  mg. 

NIACIN 

100  mg. 

b6 

15  mg. 

PANTHENOL 

25  mg. 

E 

5 U 

'Folic  acid,  B12,  and  Vit 

K are  administered  ar- 

cording  to  need. 

Balance  studies  indicated  that,  during  the  five 

weeks  on  total  parenteral  feedings  and  the  period 

immediately  thereafter,  the  patient  remained  in 

positive  nitrogen  and  potassium  balance  (Fig.  I), 

his  weight  increased  to 

112  lb.  on  intravenous 

feedings  alone,  and  his  fistula  healed  almost  com- 

pletely. 

The  central  venous  catheter,  which  had  been 

FIG.  I 


R.  H.  d'  23y.  Nitrogen,  Potassium  Balance  & 
Body  Weight  Changes 


APRIL  20  - JUNE  3 1968 

Metabolic  Balance  studies  during  a five  week 
period  of  Parenteral  High  Caloric  Therapy.  Positive 
Nitrogen  and  Potassium  Balance  and  steady  weight 
gain. 
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well  tolerated  and  functioned  for  a period  of  six 
weeks,  was  withdrawn;  and  patient  was  discharged 
on  a low  residue  high  protein  and  carbohydrate 
diet. 

DISCUSSION 

Conservative  treatment  appears  to  be  the  treat- 
ment of  choice  for  acute  exacerbations  of  regional 
enteritis.  Surgical  intervention  is  not  recommended, 
but  is  the  only  recourse  if  complete  small  bowel 
obstruction  is  demonstrated.  3,6-8 

Conservative  treatment  includes  prolonged  gas- 
trointestinal decompression  and  well-planned  intra- 
venous support  with  fluids  and  electrolytes  to  cover 
daily  needs,  replace  abnormal  loss,  and  provide 
substances  for  accomplishing  an  anabolic  state. 
Steroids,  with  all  the  consequences  of  their  admin- 
istration kept  in  mind,  can  be  carefully  used. 

However,  conventional  parenteral  therapy,  if 
prolonged,  is  accompanied  by  negative  nitrogen  and 
potassium,  hypoproteinemia,  and  significant  weight 
loss.  Life-threatening  complications  may  occur  as 
a result  of  the  impairment  of  the  patient’s  nutri- 
tional status.  Gastrointestinal  bleeding  may  de- 
velop as  a result  of  hypoproteinemia,  transcortin- 
binding  deficiency,  and  liberation  of  unusual 
amounts  of  cortisol  with  pharmacological  effect 
upon  the  gastric  mucosa  and  resulting  develop- 
ment of  stress  ulcers.5,9,10 

Failure  of  healing  of  the  wound  or  fistulas  sec- 
ondary to  hypoproteinemia  and  sepsis  precipitate 
further  nutritional  impairment,  and  a vicious  cycle 
is  established. 

High  caloric  intravenous  feedings,  carefully 
planned  and  instituted,  appear  to  be,  as  is  illus- 
trated in  this  case,  of  value  not  only  in  supporting 
nutrition  during  an  acute  phase  of  the  disease,  but 
also  in  contributing  to  wound  healing  and  repair. 

SUMMARY 

A case  of  regional  enteritis,  complicated  by  ex- 
ternal gastric  and  small  bowel  fistulas,  is  discussed. 
This  patient  benefited  greatly  from  a regimen  of 
total  parenteral  nutrition,  in  which  he  received 
3,000  calories  a day,  100  or  more  grams  of  pro- 
tein, and  appropriate  electrolytes  continuously  for 
31  days  through  a catheter  in  the  superior  vena 
cava. 

Metabolic  balance  studies  show  positive  nitrogen 
and  potassium  balance  during  the  entire  period  of 
intravenous  feeding.  Weight  gain  and  a substantial 
decrease  in  size  of  fistulas  as  were  observed. 

Total  parenteral  nutrition  should  be  considered 
as  an  important  adjunct  in  the  treatment  of  pa- 
tients suffering  from  acute  exacerbations  of  re- 
gional enteritis,  particularly  when  major  complica- 
tions prevent  adequate  oral  intake. 
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PATTERNS  OF  NEUROLOGICAL  DISEASES 
ON  GUAM 

From  1960  through  1966,  in  conjunction  with 
ongoing  studies  of  the  high  incidence  of  amyotro- 
phic lateral  sclerosis  and  parkinsonism  dementia 
on  Guam,  a total  of  1,028  Chamorro  patients  were 
referred  to  the  neurological  clinic  which  served  the 
entire  island  for  diagnosis  and  treatment  of  all 
neurological  diseases.  In  comparison  with  other 
populations  and  particularly  that  of  Rochester, 
Minnesota,  the  residents  of  Guam  had  higher  rates 
of  convulsive  disorders,  myotonic  dystrophy,  pero- 
neal muscular  atrophy,  and  hereditary  ataxias. 
There  was  no  indication  of  an  unusual  incidence  of 
central  nervous  system  neoplasms,  and  no  cases 
of  progressive  muscular  dystrophy,  myasthenia 
gravis,  or  indigenous  multiple  sclerosis  were  seen, 
patient  with  proved  classic  paralysis  agitans  was 
found. 

. . . Chen,  K.;  Brody,  J.  A.,  and  Kurland,  L.  T.: 
Arch.  Neurol.  19:573,  (Dec.)  1968 
* * * 

ONE  SENTENCE  ESSAY 

I come  out  less  dapper  than  I think  of  myself. 

. . . Harry  Reasoner,  TV  commentator 


April  1969 
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Masters  In  Medicine  . . . 

“SOME  REFLECTIONS  ON  GENIUS 


Lord  Russell  Brain  Equates  Genius 
With  A Special  Capacity  To  Evoke 
Imagery 


The  English  have  long  been  obsessed  with  the 
phenomenon  of  genius.  The  appearance  in  their 
midst  of  several  geniuses  in  unrelated  fields  may 
have  evoked  this  curiosity:  Chaucer  and  Shake- 
speare in  literature;  Francis  Bacon,  Newton  and 
Rutherford  in  science;  Elizabeth  the  First  and 
Henry  VIII  in  government  administration.  All  are 
legendary  and  are  sufficient  cause  for  Englishmen 
to  be  introspective  about  the  phenomenon. 

A second  peculiarity  of  the  English  is  their 
language.  Their  devotion  to  it  has  been  almost 
religious;  a mastery  of  it  and  its  skillfull  employ- 
ment has  been  the  essential  mark  of  an  educated 
man.  In  current  times  the  clamor  of  “the  two  cul- 
tures’" might  be  reduced  to  evoking  the  tribal  taboo 
against  those  who  have  neglected  literature  and 
language  in  their  pursuit  of  pure  science.  The  re- 
sult of  such  social  pressures  in  educated  English 
society  is  to  impel  one  to  write  well,  even  though 
a scientist.  This  is  illustrated  in  the  delightful  col- 
lection of  essays  by  Lord  Russell  Brain,  who  has 
achieved  eminence  not  only  in  his  chosen  field  of 
neurology,  but  also  for  the  honors  bestowed  upon 
him,  the  most  recent  of  which  was  the  presidency 
of  the  British  Association  for  the  Advancement  of 
Science.  The  concern  of  the  English  for  their  ge- 
niuses is  exemplified  in  his  choice  collection  of 
essays  “Some  Reflections  on  Genius,”  previously 
published  at  random.  It  concerns  the  lives  of  ge- 
niuses primarily  in  the  literary  and  artistic  fields. 

It  is  quite  apparent  to  Lord  Brain,  as  it  is  to 
most  individuals  who  know  anything  about  the 
18th  century,  or  literature,  that  Doctor  Samuel 
Johnson  was  truly  a genius  possessed  of  an  in- 
credible brain  with  a memory  capable  of  instanta- 
neous and  meticulous  recall.  Johnson  had  an  un- 
canny knowledge  and  intuition  not  only  in  litera- 
ture, but  in  the  science  of  his  day.  Much  of  this 
is  summarized  in  his  incredible  short  book  Rasselas, 
written  in  three  days,  or  “right  off  the  top  of  his 
head.”  Samuel  Johnson  has  fascinated  many.  His 
knowledge  of  science,  his  convulsive  behavior,  his 
bizarre  manners,  and  even  his  post  mortem  have 
been  subjects  of  study  by  Johnson  scholars  and 
“cultists”  for  many  years.  Four  delightful  essays 
on  these  subjects  are  included. 


ROBERT  V.  LEWIS,  M.D.,  of  Providence,  R.I. 
Physician,  Department  of  Medicine,  Rhode  Is- 
land Hospital;  Chairman,  Committee  on  Publi- 
cations, R.I.  Medical  Journal. 


For  physicians  and  scientists  an  essay  on  James 
Burnett,  also  known  as  “Lord  Momboddo,”  is  in- 
cluded. Burnett  is  certainly  entitled  to  considera- 
tion as  a genius  of  sorts.  He  studied  for  the  bar, 
became  a judge,  antedated  Darwin  by  almost  a 
century  with  a theory  of  evolution,  and  was  fas- 
cinated by  the  study  of  language  after  having 
learned  of  the  capture  of  an  orangoutan,  a primate 
having  no  language  facility.  According  to  Lord 
Brain,  Burnett  missed  true  greatness  only  by  his 
extreme  competence  and  versatility  in  too  many 
fields.  Lord  Brain  obviously  was  attracted  to  him 
not  only  because  of  his  association  with  Johnson, 
but  because  of  their  mutual  interest  in  language 
and  words,  philologic  and  scientific.  This  interest 
culminated  in  Brain's  classical  description  of  the 
aphasias  in  his  textbook,  Speech  Disorders. 

It  is  convenient  at  this  point  to  consider  Brain’s 

two  philosophical-scientific  essays,  “Symbol  and 
Image,”  and  “Words.”  In  these  essays  the  impor- 
tance of  being  more  than  a physiologist  is  quite 
apparent.  Brain,  who  was  completely  grounded  in 
physiology,  was  capable  of  discussing  perceptual 
discrimination  with  authority.  He  noted  that  in 
the  act  of  perception  a mechanical  or  electro- 
motive stimulus  is  transduced  to  electrical  impulses 
to  the  brain.  It  is  here  that  pure  physiology  ends 
and  conceptual  abstractions  must  begin.  According 
to  Brain,  nerve  impulses  on  arriving  in  the  brain 
must  be  considered  as  mere  symbols  for  the  object 
perceived  by  the  mechanics  of  perception.  He  then 
defines  “image”  as  the  recall  of  the  symbol  by  the 
use  of  a different  perceptual  pathway.  For  ex- 
ample, a sunrise  is  perceived  by  the  impingement 
upon  the  retina  of  electromagnetic  light  waves. 
These  waves  are  transduced  to  nerve  impulses 
which  impinge  on  the  occipital  lobe  to  form  a 
symbol  for  sunrise.  On  hearing  music  descriptive 
of  a sunrise,  or  in  listening  to  the  cadence  and  de- 
scription of  a sunrise  by  a gifted  poet,  the  symbol 
is  recalled.  This  is  the  imagery  which  is  the  es- 
sence of  the  psychological  phenomena  of  all  Art. 
Art,  whether  graphic,  abstract,  musical,  or  poetic, 
works  by  evoking  •imagery,”  which  is  the  recall 
to  the  consciousness  of  the  symbol  produced  in  a 
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primarily  purely  mechanical  or  electromagnetic 
way.  Genius  in  this  context,  whether  it  be  that  of 
a great  political  leader,  poet,  musician,  or  plastic 
artist  — such  as  Jacob  Epstein  to  whom  he  de- 
votes an  essay  — is  the  astounding  capacity  to 
create  stimuli  which  produce  imagery.  In  an  ana- 
tomical context  this  can  result  only  from  the  un- 
usual organization  of  the  nervous  systems  of  ge- 
niuses, called  ‘"schema.”  These  permit  individuals 
to  abstract  from  their  total  perception  in  their 
particular  field  those  factors  which  they  intui- 
tively know  will  evoke  an  image  in  a recipient. 
Recall  of  a previously  established  symbol  will 
then  relate  to  the  event  previously  transduced 
by  physical  means.  This  will  lead  to  action 
on  the  part  of  the  politician,  emotion  in  a musician 
or  poet,  or  a sense  of  tranquility  and  esthetic 
pleasure  in  great  works  of  art. 

The  inclusion  of  “Clock  the  Inimitable,”  the 
great  Swedish  clown,  as  a man  of  genius,  is  easy 
to  understand  in  this  context.  Glock  was  able 
through  his  understanding  of  the  stimuli  to  im- 
agery to  evoke  more  extraordinarily  emotional  re- 
sponses in  his  audience  than  any  other  clown  in 
the  world.  He  is  classified  as  a genius  because  he 
possessed  an  incredible  nerve  association  schema 
that  set  him  apart  from  others  in  his  ability  to 
evoke  imagery. 

As  a physician  Lord  Brain  was  naturally  con- 
cerned with  mental  disease  and  its  association  with 
genius.  Statistical  analyses  have  shown  that  mental 
disorders  occur  in  men  of  genius  as  a group  at  a 
rate  of  approximately  4.2  per  cent.  Poets,  how- 
ever, have  an  astonishingly  high  incidence  on  the 
order  of  fifteen  per  cent.  The  distinction  between 
a poet  and  a writer  is  often  difficult,  and  is  merely 
one  of  degree.  If  alcoholism  is  considered  a mental 
disorder,  a review  of  the  last  generation  of  dis- 
tinguished writers  would  include  an  astonishingly 
high  incidence  of  “disease”  — - Sinclair  Lewis, 
Thomas  Wolfe,  F.  Scott  Fitzgerald,  T.  H.  White 
and  Dylan  Thomas,  to  mention  only  a few. 

Brain  seems  primarily  concerned  with  genius 
and  cyclothymia,  that  is,  manic  depressive  mani- 
festations. Throughout  his  book  he  makes  the 
point,  without  his  specifically  saying  so,  that  an 
accentuation  in  the  cyclic  phenomena  may  well 
during  the  depressed  phase  lead  men  to  feel  more 
strongly  than  others  the  emotional  impact  of  their 
environment,  while  during  the  manic  phase,  it  may 
lead  them  through  the  rapidity  of  their  associative 
processes  and  the  rapidity  of  their  words  to  make 
distinguished  contribution  to  literature.  In  a clin- 
ical case  in  his  essay  titled  “Christopher  Smart: 
The  Flea  that  became  an  Eagle,”  Lord  Brain  con- 
trasts the  poetry  of  Smart  during  his  manic  period 
with  that  during  his  periods  of  stability.  He  de- 
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scribes  his  poetry  produced  during  his  normalcy 
as  pedestrian,  that  of  a flea:  while  that  produced 
during  his  period  of  mania  as  that  of  an  eagle.  The 
same  subject  matter  was  used  in  both  mental  states 
— his  friends,  birds  and  flowers.  Even  the  unso- 
phisticated will  appreciate  that  Smart’s  poetry, 
composed  during  his  mania  as  compared  to  that 
created  in  his  normalcy,  is  as  different  as  an  eagle 
and  a flea. 

The  effect  of  mental  aberration  in  literary  men 
is  further  illustrated  by  his  discussion  of  Jonathan 
Swift,  ‘Tenfant  terrible.”  Lord  Brain  attributes  the 
greatness  of  Swift’s  work  to  his  arrested  emotional 
and  sexual  development  in  early  adolescence.  The 
“cause  celebre”  was  his  failure  to  marry  his  life- 
long companion,  Stella,  about  which  nothing  could 
be  said  or  written  without  evoking  Swift’s  wrath. 
Others  whose  achievements  depended  upon  mental 
abnormality,  especially  the  cyclothymic  type,  as 
cited  by  Brain,  were  James  Boswell,  Fox,  the 
founder  of  the  Society  of  Friends,  Goethe,  and 
Isaac  Newton.  To  my  mind  immediately  came  the 
names  of  Thomas  Huxley  and  Darwin.  In  C.  P. 
Snow's  Variety  of  Men  one  would  be  hard  put  to 
find  normalcy,  as  currently  defined,  in  many  of 
his  subjects. 

Dickens  interested  Brain  probably  on  three  ac- 
counts; first  because  Dickens  was  the  personifi- 
cation of  the  cylclothymic  type,  having  an  increased 
psychological  perception  of  the  abtractions  of  mis- 
ery and  human  deprivation.  During  his  periods 
of  mania  he  was  fecund  and  fluid  in  his  exposition 
of  these  empathetic  feelings,  and  during  these 
manic  phases  produced  his  long  line  of  social  nove- 
els.  Dickens’  capacity  to  describe  diseases  has  been 
well  noted  by  medical  men.  There  are  the  Pick- 
wickian syndrome  and  many  others  found  by  Lord 
Brain  in  Dickens’  works. 

The  English  have  been  truly  interested  in  their 
spurts  and  sports  of  genius.  They  have  tutored 
their  young  to  give  them  a love  of  literature  and 
language.  The  vocations  of  physiologist  and  physi- 
cian should  be  no  bar  to  writing  well  and  widely 
on  a wealth  of  observations.  Lord  Russell  Brain 
proves  it. 
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ONE  SENTENCE  ESSAY 

The  great  question,  which  I have  not  been  able 
to  answer  despite  my  30  years  of  research  into  the 
feminine  soul,  is  “What  does  a woman  want?” 

. . . Sigmund  Freud 
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U.S.  DEPARTMENT  OF  LABOR 
WAGE  AND  LABOR  STANDARDS 
ADMINISTRATION 

Provisions  and  Requirements  for  Designated 
Physicians 

The  Federal  Employees’  Compensation  Act  pro- 
vides for  medical,  surgical  and  hospital  treatment 
of  employees  of  the  United  States  Government  in- 
jured in  the  performance  of  duty.  The  Act  also 
provides  that  physicians  be  designated  to  render 
this  treatment  in  places  and  under  conditions  in 
which  it  is  not  practicable  to  have  the  treatment 
furnished  by  United  States  medical  officers. 

Physicians  who  are  in  general  practice  or  limit 
their  practice  to  the  treatment  of  traumatic  type 
injuries  are  selected  since  the  majority  of  cases 
arising  among  federal  employees  fall  into  these 
categories.  When  the  services  of  specialists  in  other 
branches  are  required  the  attending  physician  may 
refer  the  injured  employee  to  a local  specialist  for 
consultation  or  for  treatment  of  the  patient.  If  hos- 
pitalization is  required  he  may  admit  the  injured 
employee  to  a local  hospital  of  his  selection. 

Submission  of  prompt  and  adequate  medical  re- 
ports is  essential  since  the  merits  of  claims  sub- 
mitted cannot  be  properly  determined  until  detailed 
medical  information  is  received  from  the  attending 
physician. 

Designated  physicians  are  paid  on  a case  by  case 
basis.  No  formal  fee  schedule  is  provided  but 
charges  for  medical  services  should  conform  with 
those  for  examinations  and  treatment  of  private 
patients  in  the  area.  To  obtain  reimbursement  for 
professional  charges  a complete  medical  report  cov- 
ering the  period  of  services  is  necessary. 

Title  VI  of  the  Civil  Rights  Act  of  1964  states: 
“No  person  in  the  United  States  shall,  on  the 
ground  of  race,  color,  or  national  origin,  be  ex- 
cluded from  participation  in,  be  denied  the  benefits 
of.  or  be  subjected  to  discrimination  under  any 
program  or  activity  receiving  Federal  financial  as- 
sistance." This  applies  to  designated  physicians  re- 
ceiving payment  from  the  Government  for  their 
services  to  federal  employees.  This  is  interpreted 
to  include  denying  any  government  employee  any 
service  as  authorized  or  providing  any  service  to 
an  employee  which  is  different  or  is  provided  in  a 
different  manner  or  at  a different  time  from  that 
provided  to  other  patients;  subjecting  government 
employees  to  segregation  or  separate  treatment  in 
any  manner  related  to  his  receipt  of  any  service, 
whether  in  the  designated  physician’s  office  or  in 
a medical  facility  where  treatment  is  being  ren- 
dered. The  Bureau  reserves  the  right  to  terminate 
the  designation  when  the  designated  physician  or 
his  associates  fail  to  comply  with  these  require- 
ments. 


CURRENT  CONCEPTS  OF  CALCIUM  METABOLISM 

(Concluded  from  Page  220) 

parathormone  (either  indigenous  or  exogenous)  in 
respect  to  its  ability  to  elevate  serum  calcium 
while  producing  an  increased  number  of  osteo- 
clasts.3 Consequently,  the  osteoclast  may  not  be 
concerned  with  regulating  serum  calcium. 

Thus  since  parathormone  requires  vitamin  D and 
thyrocalcitonin  does  not,  it  appears  likely  that  thy- 
rocalcitonin  and  parathormone  work  by  different 
systems.8  Thyrocalcitonin  acts  on  labile  as  well  as 
stable  stores  of  calcium,  while  parathormone  affects 
only  stable  stores.  A unifying  theory  of  calcium 
metabolism  would  postulate:  1)  that  vitamin  D is 
responsible  for  production  of  a transport  system 
for  calcium  in  bone  cells,  thus  carrying  out  the 
mobilization  of  mineral;  and  2)  that  parathormone 
and  thyrocalcitonin  affect  the  plasma  membrane 
permeability  of  these  cells  to  calcium. 

SUMMARY 

Vitamin  D increases  calcium  transport  in  the 
gut,  may  increase  calcium  transport  in  bone  cells, 
increases  renal  resorption  of  filtered  calcium,  and 
decreases  urinary  excretion  of  calcium  due  to  the 
secondary  presence  of  parathormone.  Vitamin  D 
without  the  presence  of  parathormone,  however, 
produces  phosphaturia.  Parathormone  decreases 
phosphate  resorption  by  the  kidney,  as  shown  by 
phosphaturia,  increases  calcium  resorption  from 
bone,  and  increases  calcium  absorption  through 
the  gastrointestinal  mucosa.  Thyrocalcitonin  re- 
duces bone  resorption  and,  when  acting  in  the  iso- 
lated state,  increases  phosphaturia. 
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Editorials 


THE  ROLE  OF  THE  PEDIATRICIAN  IN  THE  MENTAL  HEALTH  PROGRAM 


All  young  animals  must  be  tamed  and  trained 
by  their  mothers,  and  the  human  animal  is  no 
exception.  To  get  the  best  results,  the  pediatrician 
must  not  only  be  a physician,  preventing  and  car- 
ing for  physical  ills,  but  also  a doctor  (which 
means  teacher)  who  can  advise  the  mothers  in 
their  management.  A child's  character  is  partly 
genetically  determined,  but  the  reaction  to  and 
control  of  emotions  is  carried  on  mostly  in  the 
first  five  years.  During  this  time  the  father  must 
leave  the  management  to  the  mother  and  provide 
only  love,  protection,  and  support. 

The  first  characteristic  that  the  ideal  mother 
should  have  is  love.  There  should  be  be  no  un- 
wanted nor  rejected  children.  The  mothers  should 
be  taught  that  a child  cannot  be  spoiled  by  too 
much  love  — but  may  be  harmed  by  too  much 
demonstration  of  love  and  too  much  indulgence. 
If  a child  is  worshipped  excessively  he  is  quite  apt 
to  become  a selfish,  domineering  brat. 

Next  I would  place  calmness.  Nothing  is  worse 
than  irritability,  though  any  baby  is  at  times  some- 
what irritating.  The  mother  must  not  get  emo- 
tionally upset,  certainly  not  to  the  point  of  letting 
the  baby  know  it.  The  reaction  of  the  mother  to 
the  baby’s  crying,  especially  the  first  baby,  may 
need  correction.  The  cry  of  pain  needs  medical 
diagnosis  — attempts  to  stop  crying  without  re- 
moving the  cause  are  useless.  The  mother  needs 
assurance  that  crying  does  not  harm  a baby  to  a 
greater  degree  than  an  opera  does  the  prima  donna. 
Jt  may  even  do  some  good. 

The  third  quality  is  good  nature.  This  includes 
a good  sense  of  humor,  courage,  and  faith.  A baby’s 


emotions  tend  to  mirror  the  mother’s,  a fretful, 
anxious,  and  tearful  mother  may  have  that  kind 
of  baby.  Perhaps  most  of  all  a mother  needs  pa- 
tience, because  many  things  are  corrected  by  time 
and  gradual  growth. 

The  question  of  discipline  frequently  bothers 
parents.  In  these  first  five  years  the  training  is 
mostly  on  the  negative  side.  The  mother  must  be 
able  to  say  ‘‘no”  calmly  and  stick  to  it.  She  should 
say  it  as  seldom  as  possible  and  not  nag.  Any 
obedience  to  positive  commands  should  not  be 
expected  nor  enforced.  With  some  children,  the“no” 
must  be  enforced  by  a spanking,  but  only  if  the 
child  continues  to  do  what  he  knows  is  wrong  and 
seems  to  be  challenging  the  mother.  Punishment 
or  the  fear  of  punishment  are  not  good  motivation 
for  good  behavior.  There  is  also  great  danger  of 
stirring  up  anger  and  resentment  which  harms  the 
mother-child  relationship  and  may  even  be  trans- 
ferred later  in  life  to  all  authority.  A small  child 
can  best  be  led  by  love  and  praise,  and  sometimes 
rewards,  rather  than  force.  The  baby  who  is  forced 
to  eat  remains  a feeding  problem;  the  baby  who  is 
forced  to  use  the  toilet  remains  untrained. 

There  remains  a word  of  caution.  Mothers  re- 
sent any  adverse  criticism.  Never  harp  on  their 
faults,  nor  scold  and  berate  them.  Rather,  try  to 
influence  them  by  suggestions  of  changes  in  atti- 
tude, habit,  and  methods  which  seem  to  you  to 
be  improvements.  And  even  these  must  be  ex- 
pressed as  tactfully  as  possible. 

H.  G.  Calder,  m.d. 

N.B. — See  paper  in  this  issue  on  “School  Prob- 
lems of  Disadvantaged  Children.  Page  215. 

■ — The  Editor 


WEIGHTS  AND  MEASURES  — AND  CONFUSION 
Rx  — THE  METRIC  SYSTEM 


In  these  days  when  a trip  to  Europe  may  be 
accomplished  almost  as  quickly  as  was  a journey 
from  Providence  to  New  York  fifty  years  ago  and 
when  trade  and  commerce  between  peoples  of  all 
countries  are  being  intensified,  it  is  clearly  absurd 
for  one  group,  including  almost  all  whose  native 
language  is  English,  to  cling  to  the  use  of  a system 
of  weights  and  measures  that  is  different  from  and 
inferior  to  that  used  by  the  rest  of  the  so-called 
civilized  world.  If  we  can  assume  that  population 
control  will  not  soon  be  forcibly  brought  about  by 
the  widespread  devastation  of  war,  we  can  be  sure 
that  travel  and  trade  between  nations  will  continue 


to  increase  and  the  awkwardness  and  irritation  due 
to  the  difference  between  the  two  systems  of 
weights  and  measures  will  also  increase.  Eventu- 
ally, a point  will  be  reached  at  which  those  coun- 
tries which  have  not  fully  adopted  the  metric  sys- 
tem will  be  forced  to  do  so  and  the  trouble  and 
expense  will  be  much  greater  than  would  be  the 
case  should  the  change  be  made  within  the  next 
few  years. 

The  time  when  this  change  could  have  been  ac- 
complished with  relatively  slight  inconvenience  and 
cost  has  long  passed.  Now  every  year  that  goes  by 
(Continued  on  next  page) 
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means  an  increase  in  production  of  instruments 
and  equipment  which  require  absolute  precision  in 
calibration  for  use  in  science  and  in  industry  and 
the  high  cost  of  the  inevitable  change  increases. 

The  metric  system  has  an  interesting  history. 
Suggested  first  by  James  Watt,  the  English  invent- 
or, it  was  developed  and  put  to  use  by  France  in 
1799,  later  made  obligatory  in  that  country,  and 
adopted  by  most  civilized  nations.  In  1864  Great 
Britain  legalized  its  use  and  the  United  States  fol- 
lowed suit  two  years  later.  Thus  there  was  made 
available  to  both  of  these  countries  the  opportunity 
to  take  advantage  of  the  situation  and  to  replace 
their  inferior  methods  by  adoption  of  a better  one. 
However,  neither  country  had  acted  until  three 
years  ago.  Then,  at  long  last,  Great  Britain  adopt- 
ed a ten-year  plan  to  establish  by  degrees  the 
compulsory  use  of  the  metric  system.  That  she 
means  business  is  indicated  by  the  change  in  her 
money  which,  like  ours,  has  been  made  to  consist 
of  units  graded  in  multiples  of  10.  As  Australia  is 
said  to  be  seriously  considering  the  adoption  of 


the  metric  system,  it  seems  probable  that  the 
United  States  and  Canada  will  find  it  necessary  to 
do  the  same  or  lose  much  of  their  foreign  trade. 
The  British  pharmaceutical  Industry  went  over  to 
the  metric  system  as  of  March  3,  of  this  year. 

The  cost  of  this  change  will  be  very  high  and 
still  higher  as  time  goes  on.  When  we  realize  the 
nature  of  the  difference  between  the  units  in  the 
two  systems  and  that  all  the  equipment  for  the 
necessary  precision  in  making  machinery  and  in- 
struments of  all  sorts  will  have  to  be  remade,  the 
magnitude  of  the  undertaking  can  be  readily  un- 
derstood. To  change  from  a yard  to  a meter  is  not 
as  easy  as  it  may  appear  to  the  uninformed.  We 
must  realize  that  a yard  equals  0.9144  meters  and 
a pound  equals  0.54359237  kilograms!  It  will  ob- 
viously be  a very  costly  change  that  must  be  care- 
fully planned  and  cannot  reasonably  be  accom- 
plished in  a short  time.  The  ten-year  plan  of  Great 
Britain  may  not  be  long  enough,  but  however  long 
it  takes,  it  must  be  done.  Despite  all  the  difficulty 
and  the  cost,  it  must  be  done. 


OVERUTILIZATION 


A recent  survey  indicates  that  the  utilization 
committees  in  the  various  Rhode  Island  hospitals 
are  carrying  out  their  task  of  policing  bed  utiliza- 
tion diligently  and  conscientiously.  This  does  not 
minimize  the  desirability  of  constant  surveillance, 
since  it  is  always  possible  to  eke  out  some  fraction- 
al improvement.  To  whip  this  tired  old  horse  in 
the  hope  of  obtaining  further  significant  change, 
however,  is  a distortion  of  the  real  needs  in  the 
community.  Only  new  programs,  some  vast,  have 
the  genuine  potentiality  of  substantially  improving 
utilization  of  acute  beds  in  general  hospitals. 

We  offer  the  following  program: 

1.  Provision  of  adequate  numbers  of  extended 
care  beds  in  general  hospitals  with  coverage  by 
Blue  Cross,  Blue  Shield,  and  private  insurance 
plans. 

2.  Building  of  modern  profit  or  non-profit  nurs- 


ing homes  and  extended  care  facilities  independ- 
ent of  hospitals. 

3.  Blue  Cross,  Blue  Shield,  and  private  insur- 
ance coverage  of  ambulatory  out-patient  or  office 
diagnostic  studies. 

4.  Home  care  programs  with  coverage  by  Blue 
Cross,  Blue  Shield,  and  private  insurance. 

5.  Medicare  coverage  for  custodial  care. 

6.  A central  registry  of  nursing  home  and  ex- 
tended care  facility  beds.  In  some  areas  the  op- 
eration of  such  centers  has  been  undertaken  by 
state  health  departments. 

Implementation  of  these  programs  would  do 
more  to  reduce  utilization  of  hospital  beds  than 
all  of  the  pious  platitudes  of  politicians  and  the 
scribblings  of  arrogant  journalists  put  end  to  end. 
Not  to  face  these  needs  realistically  is  at  best 
myopic  and  at  worst  hypocrisy. 


SURGICAL  PHYSIOLOGY  IN  RHODE  ISLAND 


We  were  impressed  some  years  ago  by  the  in- 
stant landscaping  of  Miami,  Florida.  When  a new 
home  is  completed,  the  landscaper  moves  in  and 
in  one  working  day  installs  full-grown  palms, 
shrubs,  and  a green  lawn  fashioned  from  pre-grown 
sod.  To  an  unknowing  observer  the  landscaping 
could  have  been  there  forever,  flourishing  in  the 
Florida  sun. 

During  the  past  couple  of  years  two  individuals, 
transplanted  to  Rhode  Island,  have  brought  with 
them  full-blown  and  flourishing  an  academic  dis- 
cipline not  previously  well  represented  in  this  com- 


munity. Hence  the  analogy.  Both  had  Rhode  Is- 
land connections  — one  through  early  residence 
and  education,  the  other  through  ancestral  family 
connections.  Both  had  achieved  eminence  in  their 
field  in  other  communities. 

The  first  to  arrive.  Doctor  Fiorindo  A.  Simeone 
(“Simie"),  a graduate  of  Providence  Classical  High 
School  and  Brown  University,  was  a trained  physi- 
ologist before  he  turned  to  general  surgery.  In 
Boston  and  Cleveland  he  attained  eminence  in  the 
fields  of  shock,  vascular  surgery,  and  the  physi- 
ology of  circulation.  Doctor  Henry  Thomas  Ran- 


228 


Rhode  Island  Medical  Journal 


dall  (“Tom”)  attained  his  reputation  in  New  York 
in  the  field  of  metabolism  in  surgery.  Both  are 
sophisticated  investigators  of  wide  reputation. 
Rarely  is  a surgical  meeting  not  graced  by  the 
presence  or  active  participation  in  the  program  of 
one  or  the  other  of  these  distinguished  scientists 

FAMILY  MEDICINE: 

Family  Medicine  is  now  officially  recognized  as 
a specialty  by  the  Advisory  Board  for  Medical 
Specialties  and  the  Council  on  Medical  Education 
of  the  American  Medical  Association. 

This,  the  twentieth  specialty  group,  brings  med- 
icine full-circle  since  the  trend  toward  specializa- 
tion began  after  World  War  II.  Before,  most  doc- 
tors (eighty  per  cent  in  Rhode  Island)  were  G.  P.s, 
or  family  doctors.  The  creation  of  the  specialty  of 
Family  Medicine  fortifies  the  certified  family  doc- 
tor in  his  standing  as  a specialist. 

The  Advisory  Board  approved  an  application  for 
specialty  status  submitted  by  the  American  Acade- 
my of  General  Practice  and  the  Section  on  General 
Practice  of  the  AMA  after  certain  revisions  had 
been  made.  Under  the  revised  application  an  Amer- 
ican Board  of  Family  Practice  is  empowered  to 
conduct  examinations  and  to  grant  specialty  certifi- 
cation to  family  physicians  who  meet  its  qualifi- 
cations and  pass  the  examination.  This  certification 
will  be  recognized  by  the  American  Medical  Asso- 
ciation and  other  regulatory  bodies. 

The  specialty  board,  when  established,  will  be 
composed  of:  five  representatives  from  the  Ameri- 
can Academy  of  General  Practice;  five  from  the 
AMA  Section  on  General  Practice;  and  one  each 
from  the  specialties  of  internal  medicine,  pediatrics, 
surgery,  psychiatry  and  neurology,  and  obstetrics 
and  gynecology. 

The  new  specialty  has  evolved  from  the  classic 
general  practice  on  which  modern  scientific  medi- 
cine was  founded.  Doctor  Maynard  I.  Shapiro  of 
Chicago,  President  of  the  AAGP,  believes  that  this 
development  reflects  the  changing  pattern  of  Amer- 
ican society,  with  its  shifting  population  trends 
and  changing  public  attitudes  and  demands.  This 
is  a concrete  example  of  the  medical  profession’s 
recognition  of  its  responsibility  to  devise  a practical 
response  to  an  important  aspect  of  the  rising  health 
care  needs. 

It  is  hoped  that  establishment  of  the  new  spe- 
cialty will  increase  the  attractiveness  of  primary 
medical  practice  to  young  physicians.  The  ultimate 
goal  of  the  new  board  is  alleviation  of  the  severe 
shortage  of  physicians  willing  to  serve  as  first-line 
doctors. 

“This  is  not  just  old-time  general  practice  with 


and  clinicians.  Between  them  they  are  responsible 
for  a whole  library  of  surgical  literature. 

Overnight  and  by  fiat  in  the  space  of  a few 
short  months  Rhode  Island  has,  through  the  ad- 
vent of  Simie  and  Tom,  become  a world  center  of 
surgical  physiology.  May  they  prosper  and  mul- 
tiply. 

A NEW  SPECIALTY 

a new  name,”  according  to  Doctor  Shapiro.  “We, 
and  the  medical  educators  and  traditional  special- 
ists who  have  been  helping  us,  feel  strongly  that  a 
true  discipline  has  been  identified,  that  its  perim- 
eters have  been  defined,  and  that  a specific  body 
of  knowldge  in  a vital  and  needed  area  of  medicine 
has  begun  to  develop. 

“This  form  of  practice  is  built  on  the  solid  foun- 
dation of  general  practice  but  takes  off  dramati- 
cally from  there  into  the  important  areas  of  be- 
havioral science  and  the  vital  but  little-understood 
health  factors  in  environmental  and  interpersonal 
relationships.  It  is  true  that  many  old-time  family 
doctors  dealt  with  these  factors  without  even  re- 
alizing it;  today  we  can  teach  it,  and  this  is  what 
the  new  specialty  is  about  — teaching  young  doc- 
tors to  practice  in  a scientific  context  those  things 
that  made  the  best  of  the  old-time  general  practi- 
tioners great.” 

The  Advisory  Board  for  Medical  Specialties’  Li- 
aison Committee  deferred  an  earlier  application 
last  February  until  it  could  be  amended  in  certain 
respects.  The  revised  application  incorporated  a 
new  group  of  “Essentials  for  Graduate  Training 
in  Family  Practice”  approved  by  the  AMA’s  Coun- 
cil on  Medical  Education  and  by  the  House  of 
Delegates  of  the  AMA  at  its  recent  meeting.  There 
are  currently  thirty-two  residency  training  pro- 
grams actually  in  orperation  or  in  development  in 
medical  schools  and  hospitals.  The  new  specialty 
board  requires  three  years  of  graduate  (residency) 
training  for  eligibility  to  take  the  certification  ex- 
amination. 

Family  doctors  now  in  practice  will  be  eligible 
to  take  the  examination  upon  showing  evidence  of 
having  completed  a minimum  of  three  hundred 
hours  of  accredited  postgraduate  study  in  medicine. 
As  a practical  matter  in  most  cases,  this  would 
mean  membership  in  the  Academy  of  General 
Practice  for  a period  of  six  years.  The  AAGP  re- 
quires its  31,000  members  to  complete  a minimum 
of  150  hours  of  approved  post-graduate  study  dur- 
ing each  three-year  membership  period.  It  is,  in 
fact,  the  only  national  medical  organization  with 
such  a requirement. 

The  bylaws  of  the  new  board  call  for  a termina- 

(Continued  on  next  page) 
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tion  of  the  '‘practice-eligible"  category  in  ten 
years,  so  that  after  that  period  only  graduates  of 
approved  family  practice  residencies  will  be  eligible 
for  certification.  There  is  no  provision  for  ‘grand- 
fathers,” a most  remarkable  and  impressive  pro- 
vision. Certification  can  be  achieved  only  by  pass- 
ing the  examination;  and  periodic  recertification, 
also  by  examination,  will  be  required.  Xo  other 
specialty  board  has  a recertification  provision. 

The  examination,  which  is  ready  to  be  given  at 
any  time,  was  designed  by  the  National  Board  of 
Medical  Examiners,  Philadelphia,  which  prepares 
most  examinations  for  medical  specialty  boards, 
state  licensing  boards,  and  others.  The  new  board 


will  begin  offering  the  examinations  as  quickly  as 
feasible. 

Doctor  Shapiro  believes  that  "we  have  the  most 
up-to  date,  meaningful  vehicle  for  proving  tech- 
nical competence  in  medicine  today.”  "The  Ameri- 
can public  has  a right,"  he  concludes,  “to  expect 
the  highest  degree  of  technical  ability  and  full  com- 
prehension of  the  latest  advances  in  medical  science 
from  all  its  doctors.  We  can  give  them  proof  of 
this  for  first-line  physicians  through  this  new 
board.” 

This  new  development  may  well  prove  to  be  one 
of  the  important  developments  in  medicine.  We 
welcome  the  new  specialty  to  the  hierarchy  of 
medical  disciplines  and  wish  it  every  success. 


PERNICIOUS  ANEMIA  AND  AUTOIMMUNE  DISEASE 


The  signs  and  symptoms  of  pernicious  anemia 
are  intimately  associated  with  the  loss  of  gastric 
parietal  cells.  This  anatomical  loss  results  in  the 
physiological  loss  of  intrinsic  factor,  which  is  pro- 
duced by  these  cells.  Intrinsic  factor  is  essential 
for  the  absorption  of  vitamin  B12.  -Associated  with 
the  loss  of  parietal  cells,  even  at  times  preceding 
it,  one  notes  the  appearance  of  circulating  anti- 
bodies against  both  intrinsic  factor  and  a cytoplas- 
mic component  of  gastric  parietal  cells.  These  anti- 
bodies, which  freely  circulate  in  the  serum,  may 
also  be  detected  in  gastric  juice  and  saliva.  The 
antibodies  are  not  specific  for  pernicious  anemia, 
but  may  also  occur  in  the  malabsorption  syndrome 
and  in  atrophic  gastritis  if  associated  with  a gas- 
tric ulcer.  Thyroid  autoimmune  disease,  especially 
Hashimoto's  thyroiditis,  toxic  goiter,  and  a few 
cases  of  primary  myxedema  produce  the  same  an- 
tibody. Relatives  of  pernicious  anemia  patients  can 
be  shown  to  carry  the  antibody  in  their  sera.  The 
associated  phenomena  of  early  grating  and  other 
stigmata  in  these  familial  lines  suggest  a strong 
genetic  predisposition  to  develop  autoimmune  dis- 
ease and  point  to  a basic  genetic  defect.  If  the 
dictum  “one  gene,  one  enzyme”  holds,  then  there 
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probably  is  a genetic  mutation  resulting  in  the  loss 
of  an  "inhibitory  enzyme"  against  the  formation 
of  globulins,  specifically  to  a parietal  cell  DXA,  or 
protein.  We  now  see  almost  daily  other  complex 
syndromes  of  signs  and  symptoms  previously  gath- 
ered together  under  eponymic  designations  reduced 
to  a basic  molecular  level.  This  is  clearly  illustrated 
in  the  abnormal  hemoglobin  diseases,  especially 
sickle  cell  anemia  where  the  dislocation  of  a single 
amino  acid,  valine,  in  the  polypeptide  chain  ulti- 
mately results  in  its  multiple  and  bizarre  manfes- 
tations.  Since  the  sequence  of  amino  acids  in  any 
polypeptide  chain  is  dependent  on  the  sequence  of 
bases  in  the  DXA  molecule,  an  alteration  in  the 
DXA  coding  has  to  be  the  precursor  of  genetic 
diseases. 

The  elucidation  of  the  various  manifestations  of 
pernicious  anemia  has  occurred  in  our  generation. 
Now,  from  our  understanding  of  the  molecular 
basis  of  pernicious  anemia  it  probably  will  be  but 
a short  step  to  the  final  elucidation  of  the  basic 
genetic  alteration.  The  simplicity  of  treating  per- 
nicious anemia  adequately  by  the  parental  admin- 
istration of  B 12  again  points  up  the  broad  dis- 
crepancy between  the  control  and  treatment  of  a 
disease  on  the  one  hand  and  on  the  other  a tho- 
rough basic  understanding  at  the  molecular  level 
of  the  biological  alterations  which  have  produced 
it.  Treating  a disease  and  controlling.it  are  a very 
good,  practical  accomplishment:  understanding  it 
is  another  matter.  We  can  all  benefit  from  more 
understanding,  and  what  an  exciting  experience  it 
is  in  acquiring  it! 


DERMAQUIZ  ANSWERS 
(See  Page  206) 

Left:  Pustular  bacterides  (pustular  psorasis). 

Right:  Lividities  (hyperhidrosis). 
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nTz 


20  mi. 


Contains  Neo-Synephrme*  (b« 
phenylephrine,  USP)  HCt  0.5%, 
Thenfadil*)  (brand  of  thenyldia 
HCI  0.1%,  Zephiran'»  Cl  (brant 
benzalkonium  Cl,  USP)  1:5000. 
nasal  congestion,  spray  once  o 
into  each  nostril,  with  head  up 
or  4 hours  as  needed.  See  clrc 
SOOICA 


' . nTz 

delivers  relief  of  nasal  symptoms 


The  first  spray— 1 or  2 squirts  — of  nTz  opens 
the  inferior  part  of  the  common  meatus.  The 
second  spray,  a few  minutes  later,  shrinks  the 
turbinates  to  promote  adequate  sinus  drainage 
and  ventilation  — to  help  prevent  sinusitis.  Dos- 
age may  be  repeated  every  three  or  four  hours. 

The  fact  is,  nTz  is  more  than  a simple  vaso- 
constrictor. It  contains: 

Neo-Synephrine®HCl  0.5%,  a decongestant 
of  unexcelled  efficacy  (in  full  adult  strength)  to 
shrink  nasal  membranes  and  allow  comfortable 
breathing. 

Thenfadil®  HCI  0.1%,  a topical  antihista- 
mine to  help  relieve  itching  and  rhinorrhea. 

Zephiran®  Cl  1:5000,  an  excellent  wetting 
agent  and  antiseptic  preservative  to  aid  rapid 
spread  of  components. 

nTz,  for  temporary  relief  of  nasal  symp- 
toms, is  well  tolerated,  but  overdosage  should 
be  avoided. 

Available:  nTz  Nasal  Spray  in  squeeze 
bottles  of  20  ml.;  nTz  Solution  in  bottles  of  1 oz. 
with  dropper. 
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Healing  the  ulcer  crater 


Pro-Banthlne 

brand  of  I I I * I ’I 

propantheline  bromide 


blocks  ulcerogenic  autonomic  impulses 

Therapeutic  Activity— Pro-Ban  thine  blocks  ul- 
cerogenic impulses  at  both  parasympathetic  effec- 
tor sites  and  ganglia  and  at  sympathetic  ganglia. 

This  dual  action,  a capacity  quite  beyond  that  of 
belladonna  derivatives,  has  been  shown  repeat- 
edly to  reduce  gastric  secretion,  to  suppress  gas- 
trointestinal motility  and  to  relieve  ulcer  pain. 

Healing  Environment— Thus,  Pro-Banthlne,  to- 
gether with  other  standard  measures,  creates  a 
favorable  environment  to  hasten  healing  of  the 
ulcer. 

So  widely  is  this  ability  recognized  that  for  years 
Pro-Banthlne  has  been  the  most  widely  prescribed 
medication  for  treating  peptic  ulcer. 


Indications:  Peptic  ulcer,  gastroenteritis, 
pylorospasm,  biliary  dyskinesia,  functional 
hypermotility  and  irritable  colon. 
Contraindications:  Glaucoma,  severe  car- 
diac disease. 

Precautions:  Since  varying  degrees  of  uri- 
nary hesitancy  may  occur  in  elderly  men 
with  prostatic  hypertrophy,  this  should  be 
watched  for  in  such  patients  until  they 
have  gained  some  experience  with  the 
drug.  Although  never  reported,  theoreti- 
cally a curare-like  action  may  occur  with 
possible  loss  of  voluntary  muscle  control. 
Such  patients  should  receive  prompt  and 
continuing  artificial  respiration  until  the 
drug  effect  has  been  exhausted. 

Side  Effects:  The  more  common  side  ef- 


fects, in  order  of  incidence,  are  xerostomia, 
mydriasis,  hesitancy  of  urination  and  gas- 
tric fullness. 

Dosage:  The  maximal  tolerated  dosage  is 
usually  the  most  effective.  For  most  adult 
patients  this  will  be  four  to  six  15-mg. 
tablets  daily  in  divided  doses.  In  severe 
conditions  as  many  as  two  tablets  four  to 
six  times  daily  may  be  required.  Pro- 
Banthlne  (brand  of  propantheline  bro- 
mide) is  supplied  as  tablets  of  15  mg.,  as 
prolonged- acting  tablets  of  30  mg.  and, 
for  parenteral  use,  as  serum-type  vials  of 
30  mg.  The  parenteral  dose  should  be  ad- 
justed to  the  patient’s  requirement  and 
may  be  up  to  30  mg.  or  more  every  six 
hours,  intramuscularly  or  intravenously. 
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('  Resin  complexes  of  Hydrocodone  and  Phenyltoloxamine ) 

♦ ..if  works 

(usually 

Sfor  10  to  12 

hours*) 


tussionex  suspension/tablets:  Each  teaspoonful  (5  cc.)  or 


both  as  cation 


Class  B narcotic  — oral  Rx  where  state  laws  permit. 
indications:  Coughs  associated  with  respiratory  infections 


* dosage:  Adults:  1 teaspoonful  (5  cc.)  or  tablet  every  8-1 2 hoi 
Children:  Under  1 year:  1/4  teaspoonful  every  12  hours. 

From  1-5  years:  1/2  teaspoonful  every  12  hours.  Over  5 years 
1 teaspoonfulevery  12  hours. 

side  effects:  May  include  mild  constipation,  nausea,  facial 
pruritus,  or  drowsiness.  . 'L  • . - 
For  complete  detailed  information,  refer  to  package  insert  or 
official  brochure. 
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DR.  M.  N.  FULTON  RENAMED  TO  HOSPITAL 
ACCREDITATION  BODY 

A California  physician,  Reed  M.  Nesbit, 
M.D.,  of  Davis,  has  been  named  chairman 
of  the  Board  of  Commissioners  of  the  Joint  Com- 
mission on  Accreditation  of  Hospitals,  according 
to  John  D.  Porterfield,  M.D.,  director  of  JCAH. 

The  Joint  Commission  is  the  agency  principally 
charged  with  the  review  and  evaluation  of  the 
quality  of  hospital  service  in  the  U.S.  Its  member 
organizations  are  the  American  Hospital  Associa- 
tion, the  American  Medical  Association,  the  Ameri- 
can College  of  Physicians,  and  the  American  Col- 
lege of  Surgeons.  Dr.  Nesbit  represents  the  Amer- 
ican College  of  Surgeons. 

Vice-Chairman  of  the  Board  of  Commissioners 
is  H.  Close  Hesseltine,  M.D.,  Chicago,  who  repre- 
sents the  American  Medical  Association.  Wright 
Adams,  M.D.,  Chicago,  representing  the  American 
College  of  Physicians,  will  serve  as  treasurer,  while 
Dr.  Porterfield  will  serve  as  Board  secretary. 

New  members  of  the  22-member  Board  are  Jack 
Masur,  M.D.,  Bethesda,  M.;  Donald  J.  Casely, 
M.D.,  Chicago;  and  David  B.  Wilson,  M.D.,  Jack- 
son,  Miss.,  all  representing  the  American  Hospital 
Association;  and  John  W.  Daake,  M.D.,  St.  Louis, 
representing  the  American  Nursing  Home  Associ- 
ation. 

Other  members  of  the  Board  of  Commissioners, 
and  the  organizations  they  represent,  are: 

American  College  of  Physicians : Marshall  N. 
Fulton,  M.D.,  Providence,  R.I.,  reappointeed  to 
three-year  term;  and  John  Layne,  M.D.,  Great 
Falls,  Mont. 

American  College  of  Surgeons : Carl  P.  Schlicke, 
Spokane,  Wash.,  and  John  I.  Brewer,  M.D.,  Chi- 
cago. 

American  Hospital  Association : Philip  D.  Bon- 
net, M.D.,  Baltimore,  reappointed  to  a three-year 
term;  George  Graham,  M.D.,  Schenectady,  N.Y.; 
George  E.  Cartmill,  Detroit;  and  Rev.  John  J. 
Humensky,  Ph.D.,  Lakewood,  Ohio.  Father  Hu- 
mensky  will  serve  as  the  first-at-large  member  of 
the  Board’s  Executive  Committee. 

American  Medical  Association : Richard  E.  Pal- 
mer, M.D.,  Alexandria,  Va.,  and  William  B.  Hilde- 


brand, M.D.,  Menasha,  Wis.,  both  reappointed  to 
three-year  terms;  L.  O.  Simenstad,  M.D.,  Osceola, 
Wis.;  Burt  L.  Davis,  M.D.,  Palo  Alto,  Calif.;  Les- 
ter H.  Rudy,  M.D.,  Chicago;  and  Amos  N.  John- 
son, M.D.,  Garland,  N.C. 

American  Association  of  Homes  for  the  Aging: 
Herbert  Shore,  Dallas,  reappointed  to  a three-year 
term. 

The  American  Nursing  Home  Association  and 
the  American  Association  of  Homes  for  the  Aging 
have  been  participating  members  of  the  Joint  Com- 
mission since  it  began  accrediting  extended  care 
facilities  in  1966. 


BRADLEY  HOSPITAL  GETS  NATIONAL  RATING 
FOR  CHILD  PSYCHIATRY 

Emma  Pendleton  Bradley  Hospital  has  received 
a three  year  extension  as  an  approved  training 
clinic  in  child  psychiatry  from  The  American  As- 
sociation of  Psychiatric  Clinics  for  Children. 

This  continuing  approval  was  given  by  the 
AAPCC  following  a recommendation  without  qual- 
ification by  its  committee  on  Training  in  Career 
Child  Psychiatry. 

The  AAPCC  is  a nationwide  organization  of 
psychiatrists  formed  in  1948  to  establish  sound 
standards  of  personnel  and  clinic  practice  for  its 
member  clinics.  Particular  consideration  is  given 
to  the  degree  of  integration  and  coordination  of 
the  three  major  disciplines  in  providing  sound  psy- 
chiatric services  for  children:  psychiatry,  psychol- 
ogy and  psychiatric  social  work.  AAPCC  also  spe- 
cifies stiff  criteria  in  both  training  and  experience 
for  the  professionals  that  hold  these  positions  in 
their  member  clinics. 

Even  more  demanding  are  the  standards  estab- 
lished for  clinics,  such  as  Bradley,  which  train 
new  personnel  in  the  profession.  The  training  psy- 
chiatrist himself  must  have  fulfilled  the  require- 
ments of  basic  training  for  the  American  Board 
of  Psychiatry  and  Neurology  in  Psychiatry.  The 
two  associated  members  of  the  training  team  — the 
psychologist  and  the  psychiatrist  social  worker  — 
must  be  approved  to  supervise  and  train  students 
(Continued  on  next  page) 


THROUGH  THE  MICROSCOPE 


231 


m A New 
Thyroid  Function 
Test  T-3 


A A 


■stXm  mm 


complete  the 

THYROID  PROFILE 


AT 


hdpkins  medical  laboratory 
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a proved,  accurate  thyroid  function  test1-4 
rri  ✓-'v  (1-triiodothyronine 

' I ’ 9 test  for  determining 

1 the  thyrobinding  index 

" of  serum  or  plasma) 


Unaffected  by  high  iodine  diets 
or  any  iodine  the  patient  may  be 
taking  therapeutically  or  diagnostically 
(opaque  dyes). 

Only  2 ml  of  patient’s  serum  or 
plasma  is  required.  The  patient 
does  not  have  to  take  or  use  anything. 
The  lm  is  used  in  vitro. 


Stat  orders  impeccably  executed. 

Economical  because  oftime-and- 
labor-saving  equipment  used. 

1.  Scholer,  J.  F.:  J.  Nuclear  Med.  3:41,  1962.  2. 
Foeckler.  F.,  et  al.,  Paper,  Meet.  Soc.  Nuclear  Med., 
June  1962.  3.  Sodee,  B.:  Paper,  Meet.  Soc.  Nuclear 
Med.,  June  1962.  4.  Nordyke.  A.  M.,  et  al.:  Paper, 
Meet.  Soc.  Nuclear  Med.,  June  1962. 
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in  their  respective  fields  as  authorized  by  their 
respective  organizations. 

STUDY  REVEALS  ONLY  ONE-THIRD  OF  DENTISTS 
ARE  SMOKERS 

One  out  of  every  three  dentists  has  never  smoked 
cigarettes  in  his  life,  one  out  of  three  has  quit 
smoking  and  every  third  dentist  still  smokes,  a na- 
tional survey  has  revealed.  These  data  were  re- 
leased by  a Public  Health  Service  official  who 
reported  on  a national  survey  to  study  the  smok- 
ing behavior  of  dentists.  Many  recent  studies  have 
revealed  a significant  link  between  oral  cancer  and 
smoking.  Several  investigations  have  shown  that 
the  oral  cancer  death  rate  is  about  four  times 
higher  for  cigarette  smokers  than  non-smokers. 

Dr.  Daniel  Horn  of  Bethesda,  Md.,  director  of 
the  National  Clearinghouse  for  Smoking  and 
Health,  said  the  survey  showed  that  34  per  cent 
of  the  dentists  never  smoked  cigarettes,  32  per 
cent  are  former  cigarette  smokers  who  quit  smok- 
ing and  34  per  cent  still  smoke.  “This  is  a much 
better  record  than  that  for  the  general  public. 
What  is  particularly  encouraging  is  the  high  rate 
of  giving  up  smoking  among  older  dentists  and  the 
fact  that  so  many  of  the  young  dentists  have  not 
taken  up  smoking.  About  one  half  of  those  under 
30  years  have  never  been  cigarette  smokers,”  he 
added.  The  survey  was  conducted  last  year  by  the 
National  Opinion  Research  Center  of  the  Univer- 
sity of  Illinois  and  covered  a cross  section  of  about 
3,000  dentists  throughout  the  nation.  Polling  was 
mostly  by  mail  but  telephone  interviews  were  also 
conducted,  Dr.  Horn  said. 

Other  findings  of  the  survey  revealed  that: 

• 68  per  cent  of  the  dentists  agreed  that  if 
patients  want  to  stop  smoking,  it  is  the  dentists’ 
responsibility  to  help  them  accomplish  this; 

• 68  per  cent  of  the  dentists  declared  that  it  is 
the  dentists’  responsibility  to  set  a good  example 
by  not  smoking  cigarettes; 

• 56  Percent  felt  that  it  is  the  dentists’  respon- 
sibility to  attempt  to  convince  his  patients  to  stop 
smoking. 

JOHNS  HOPKINS  TO  UNDERTAKE  HEALTH 
PROGRAM 

The  Boards  of  Trustees  of  The  Johns  Hopkins 
University  and  The  Johns  Hopkins  Hospital  an- 
nounced recently  their  approval  of  the  develop- 
ment by  Johns  Hopkins  of  a voluntary  program 
of  prepaid,  comprehensive  medical  care  in  the  new 
city  of  Columbia,  Md. 

Through  this  medical  plan,  Johns  Hopkins  will 
develop  new  methods  of  delivering  high  quality 
health  care  to  a defined  population  at  reasonable 
cost. 
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The  decision  to  proceed  was  made  by  the  Hos- 
pital and  University  Boards  of  Trustees  at  their 
respective  meetings  on  Tuesday,  February  4,  and 
Monday,  February  10. 

The  program  will  involve  the  construction  of  a 
hospital  and  related  clinics  in  Columbia  to  be  op- 
erated by  the  administrative  and  medical  staff  of 
The  Johns  Hopkins  Medical  Institutions.  Planning 
for  the  program,  now  underway,  will  include  the 
participation  of  Howard  County  health  agencies 
and  physicians. 

Persons  will  be  enrolled  in  the  plan  by  health 
insurance  carriers  and  will  receive  a broad  range 
of  medical  services  — including  hospitalization, 
office  visits  to  physicians,  home  care,  diagnostic 
services,  and  regular  medical  checkups  - — - upon 
prepayment  of  insurance  premiums  in  amounts  yet 
to  be  determined.  Carriers  offering  the  Columbia 
plan  will  also  offer  the  option  of  traditional  health 
insurance  benefits.  The  new  program  is  not  in- 
tended to  exclude  medical  care  from  other  sources, 
such  as  physicians  in  independent  practice. 

Later  in  1969  Johns  Hopkins  expects  to  estab- 
lish clinic  facilities  in  Columbia  and  begin  to  ren- 
der care. 

Paralleling  the  Columbia  activity,  Johns  Hop- 
kins announced  in  December  plans  to  join  with 
residents  of  East  Baltimore  to  organize  a similar 
form  of  comprehensive  health  care  or  other  health 
programs  which  best  suit  the  needs  and  desires  of 
the  local  community. 

BILL  FOR  RHODE  ISLAND  MEDICARE 
BENEFICIARIES  $27  MILLION 

More  than  $27,000,000  was  paid  for  the  health 
care  of  Medicare  beneficiaries  through  Rhode  Is- 
land Blue  Cross  and  Blue  Shield  during  1968,  the 
health  plans  reported.  This  is  a 15-percent 
increase  over  the  $23,000,000  paid  by  the  Plans 
for  Medicare  bills  during  1967. 

In  releasing  statistics  on  the  Plans'  1968  Medi- 
care operations,  Arthur  F.  Hanley,  executive 
director,  said  that  a total  of  383,000  Medicare 
claims  were  processed  for  the  more  than  100.000 
older  citizens  of  Rhode  Island  covered  by  the  gov- 
ernment program,  up  10  per  cent  over  1967. 

Here’s  a breakdown  of  how  the  money  was  spent: 

• $18,823,604  for  in-patient  hospital  care. 

• $7,290,218  for  doctors’  services. 

• $601,154  for  home  health  agency  claims. 

• $412,845  for  hospital  outpatient  services. 

• $244,316  for  care  in  extended  care  facilities. 

Of  the  383,000  claims  processed,  some  100,000 

resulted  in  no  payment.  These  were  mainly  cases 
where  the  patient  had  not  met  the  $50  Medicare 
Part  “B”  deductible,  which  is  the  amount  they 
(Continued  on  next  page) 
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"All  Otolaryngologists  are  Alike" 


Just  look  at  them  and  you  can  see  how  much  they 
have  in  common.  Besides,  they  all  go  through  pretty 
much  the  same  training,  and  pass  the  same  kinds  of 
tests,  and  measure  up  to  the  same  sort  of  standards. 
Therefore,  all  otolaryngologists  are  alike.  Right? 

Wrong!  But  that's  no  more  preposterous  than  what 
some  people  say  about  aspirin.  Namely:  since  all  aspirin 
is  at  least  supposed  to  come  up  to  certain  required 
standards,  then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  exacting.  In  fact,  there 
are  at  least  nine  specific  differences  involving  moisture 
content,  purity,  potency  and  speed  of  tablet  disintegra- 


tion, which  make  the  manufacture  of  Bayer®  Aspirin  so 
different. 

These  Bayer  standards  result  in  significant  product 
benefits,  including  gentleness  to  the  stomach  and  prod- 
uct stability,  that  enable  Bayer  Aspirin  tablets  to  stay 
strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all  aspirin 
tablets  are  alike,  you  can  say,  with  confidence,  that  "it 
just  isn't  so." 

You  might  also  say  that  all  otolaryngologists  aren't 
alike,  either. 


THROUGH  THE  MICROSCOPE 

(Continued  from  Page  234) 

In  the  last  1 1 years  the  trust  has  made  grants- 
in-aid  and  scholarship  loans  totaling  $76,400  for 
this  purpose  and  additionally  has  provided  $2,500 
in  support  for  advanced  medical  study. 

Since  1957,  this  fund,  called  the  Boyden  Trust,, 
which  exceeds  a half  million  dollars  at  present, 
has  generated  income  which  has  been  used  to  pro- 
vide financial  assistance  that  has  enabled  nine 
students  to  earn  medical  degrees  so  far,  and  each 
year  provides  aid  ranging  from  $500  to  $3,000  for 
other  medical  students. 

Although  one  of  the  objectives  of  the  plan  was 
ti  increase  the  number  of  doctors  available  to 
Rhode  Island  and  neighboring  Massachusetts  com- 
munities, no  residence  requirements  were  made  a 
part  of  the  qualification  for  financial  aid. 

Sought  New  Doctors 

John  E.  Howard,  Industrial  National  trust  of- 
ficer who  has  administrative  responsibility  for 
the  trust,  said  that  instead,  the  trust  has  sought 
to  attract  new  doctors  aided  by  it  to  Rhode  Island 
through  specific  inducements. 

Scholarship  loans  made  by  the  trust  are  forgiven 
over  a period  of  five  years  for  each  year  or  fraction 
of  a year  that  a doctor  practices  in  Rhode  Island. 
Loans  are  also  forgiven  on  the  same  basis  for  any 
time  spent  in  Rhode  Island  or  elsewhere  in  clin- 
ical research. 

Mr.  Howard  said  that  once  a medical  student 
qualifies  for  financial  help  under  the  trust  plan, 
“he  may  be  with  us  from  seven  to  nine  years.”  It 
is  possible  for  the  student  to  receive  aid  through 
two  years  of  pre-medical  school,  four  years  of  med- 
ical school,  a one-year  internship  and  from  two  to 
five  years  in  residency,  he  said. 

Thus  far,  the  trust  has  made  a significant  con- 
tribution in  attracting  physicians  to  this  state.  The 
first  doctor  to  receive  aid  from  the  trust,  for  ex- 
ample, completed  his  medical  training  in  1966  and 
established  his  practice  in  Bristol. 

Last  year,  another  doctor,  specializing  in  ophthal- 
mology, opened  his  office  in  Providence,  and  a 
third  embarked  on  a career  in  research  with  a 
grant  from  The  American  Thoracic  Society  in  rec- 
ognition of  his  work  while  he  was  a resident  at 
Rhode  Island  Hospital. 

3 in  Service 

Three  Rhode  Islanders,  all  recipients  of  Boyden 
Trust  help,  have  earned  their  medical  degrees  and 
are  now  in  military  service,  and  all  are  expected 
to  establish  their  medical  practices  in  this  state 
when  they  return. 

The  only  1968  Boyden  Trust  graduate  is  a Ne- 
gro Rhode  Islander  who  received  his  medical  de- 
grees from  Tufts  Medical  School  last  June.  He 
is  now  interning  at  Harlem  Hospital  in  New  York 
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City  and  has  his  sights  set  on  a career  in  public 
health,  specializing  in  pediatrics,  when  his  training 
is  completed. 

Among  those  being  assisted  by  the  trust  at  pres- 
ent are  a Providence  man  who  will  complete  his 
final  year  at  Yale  Medical  School  next  June,  and 
a Woonsocket  woman  who  is  in  her  second  year 
of  study  at  Woman's  Medical  College  in  Philadel- 
phia. Both  have  distinguished  academic  records. 

MOST  HOSPITALS  FULL  TIME  ONLY  FIVE  DAYS 
PER  WEEK 

The  American  hospital  — the  world’s  most  ad- 
vanced and  best-equipped  lifesaving  institution  - — 
is  in  most  instances  only  fully  operative  five  days 
of  the  week. 

But  unlike  some  private  business  firms,  which 
are  inching  toward  an  even  shorter  business  week, 
there  is  a move  in  some  hospital  circles  to  keep 
hospitals  working  at  capacity  seven  days  a week. 

If  this  takes  place,  says  the  Health  Insurance 
Institute,  it  could  bring  about  a basic  change  in 
health  care  by  helping  to  bring  down  costs  and 
ease  overcrowding. 

Authorities  point  out  that  on  the  present  five- 
day  basis,  hospitals  provide  ample  care  for  their 
patients  and  for  the  emergency  treatment  neces- 
sary during  weekends. 

But  because  of  reduced  staff  schedules,  expen- 
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sive  equipment  often  lies  idle  on  Saturdays  and 
Sundays.  And  if  a patient  is  admitted  to  a hospital 
on  a weekend  on  a non-emergency  basis,  he  may 
have  to  wait  one  or  two  days  before  treatment 
begins. 

According  to  the  National  Commission  on  Com- 
munity Health  Services,  entering  a typical  hospital 
on  a Friday  is  ‘‘to  spend  a lost  weekend  waiting 
for  the  week  to  begin.” 

A study  of  nearly  4,000  hospital  discharges  in 
the  Pittsburgh  area  found  that  the  day  of  the  week 
the  patient  was  admitted  was  the  primary  factor 
in  determining  how  long  he  remained  hospitalized. 

Admissions  on  Friday,  the  study  showed,  resulted 
in  longer  stays  than  admissions  on  any  other  day. 

This  loss  of  time,  the  study  reports,  is  due  to 
most  operating  and  laboratory  facilities  being 
closed  on  weekends. 

Some  communities,  aware  of  this  problem,  have 
been  working  with  local  hospitals  to  have  a patient 
scheduled  for  surgery  undergo  laboratory  tests  be- 
fore entering  them. 

WHO'S  AFRAID  OF  THE  BIG  BAD  WOLF? 

Afraid  of  the  cold?  The  heat?  The  dark?  Sci- 
ence has  a word  for  you. 

Do  you  fear  dirt  or  nudity?  All  the  scientific 
words  that  describe  your  fears  end  in  phobia.  And 
most  of  us  have  at  least  one. 

What’s  your  phobia? 

According  to  the  Health  Insurance  Institute, 
many  people  have  probias  without  even  realizing 
it  — or  being  able  to  spell  it. 

Fear  of  the  cold,  for  example,  would  be  cheimo- 
phobia;  fear  of  heat,  thermophobia;  of  dirt,  rypo- 
phobia;  of  darkness,  achluophobia;  of  nudity, 
gymnotophobia. 

Here  is  a list  of  phobias  prepared  by  the  Insti- 
tute that  most  laymen  have  probably  never  heard 
before: 

Agoraphobia  — fear  of  open  spaces. 

Algophoblia  or  odyncphobia  — of  pain. 

Arachnephobia  — - of  spiders. 

Dipsophobia  — of  drinking. 

Electrophobia  — of  electricity. 

Ercuthophobia  — of  blushing. 

Gamophobia  — of  marriage. 

Graphophobia  — of  writing. 

Hemato phobia  — of  blood. 

Idcaphobia  — of  thought. 

Ochlophobia  — of  crowds. 

Oikophobia  or  ecophobia  — of  home. 

Phobophobia  — of  developing  phobias. 

Taphophobia  — of  being  buried  alive. 

Siderodromophobia  — of  railway  trains. 

Sit o phobia  - — of  eating. 

Xenophobia  — of  strangers. 

Zoophobia  ■ — - of  animals. 
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CHILD  ABUSE  A SERIOUS  PROBLEM 

From  10,000  to  15,  000  children  in  the  United 
States  were  severely  injured  by  non-accidental 
! means  in  1966,  according  to  N.  H.  Dyer,  M.D., 
West  Virginia  State  Health  Director.  It  is  esti- 
] mated  that  five  per  cent  of  these  children  were 
killed  and  25  to  30  per  cent  were  permanently 
injured.  Dr.  Dyer  commented  that  child  abuse 
represents  one  of  the  most  serious  problems  facing 
physicians  who  care  for  children. 

The  age  of  the  child  who  is  abused  varies  in 
different  reports,  he  pointed  out.  He  said  that  most 
of  the  reliable  data  indicates  that  at  least  half  of 
the  children  are  under  the  age  of  three  and  one 
quarter  of  them  are  under  the  age  of  one.  “It  is 
probable  that  if  the  true  figures  on  child  abuse 
i were  available,”  Dr.  Dyer  stated,  “we  would  see 
no  difference  in  incidence  on  a racial,  religious, 
i economic,  or  educational  basis.”  He  explained  that 
most  of  the  reports  come  from  the  poor  and  minor- 
ity groups  of  our  society  bceause  they  originate 
from  larger  communities  or  university  hospitals 
serving  these  classes. 

All  50  states  have  passed  laws  requiring  physi- 
cians, hospitals,  and  other  professional  people  car- 
ing for  children  to  report  to  the  proper  authority 
all  instances  of  apparent  child  abuse,  Dr.  Dyer 
reported.  The  laws  also  specifically  state  that  those 
persons  making  such  reports  are  presumed  to  be 
acting  in  good  faith  and  are  therefore  immune 
from  any  liability,  either  civil  or  criminal. 

(“Procedures  for  Reporting  Child  Abuse  Out- 
lined,” in  The  West  Virginia  Medical  Journal,  Oc- 
tober 1968) 

HOT  COMB  TREATMENTS  MAY  CAUSE  HAIR 
LOSS 

Women  who  straighten  their  hair  with  a hot 
comb  and  petrolatum  are  encouraging  baldness 
that  may  be  permanent.  Balding  usually  begins 
at  the  crown  in  the  center  of  the  head  and  in 
time  speads  to  form  a circle  which  may  reach  the 
frontal  hairline. 

According  to  three  Philadelphia  dermatologists 
who  studied  the  problem,  the  hair  loss  seems  to 
j be  due  to  the  melted  petrolatum  rather  than  the 
heat  of  the  iron  comb  (which  may  be  up  to 
i 500°  F.).  When  a woman  is  treating  the  hair  on 
top  of  her  head  she  holds  the  hair  straight  up. 

! This  allows  the  hot  grease  to  drip  directly  on  her 
scalp.  When  she  is  straightening  the  hair  on  the 
side  of  her  head  she  stretches  the  hair  horizontally 
and  the  petrolatum  is  not  carried  toward  the  scalp. 

The  condition  usually  progresses  from  a chronic 
inflammatory  reaction  around  the  upper  follicle  to 
destruction  of  the  external  root  sheath  and,  even- 
tually, the  annihilation  and  replacement  of  the 
entire  follicle  by  a fibrous  band. 

(“Hot  Comb  Alopecia,”  in  Archives  of  Derma- 
tology, September  1968) 
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(Ethnic  Medicine ) 


DIABETES  IN  PIMA  INDIANS 

A two-year  survey  of  the  Pima  Indians  living 
on  the  Gila  River  Reservation  in  the  south  central 
part  of  this  state  has  uncovered  what  investigators 
describe  as  ‘‘an  extraordinary  frequency  of  dia- 
betes . . . higher  than  that  reported  in  any  other 
population  studied.” 

A team  from  the  Clinical  Field  Studies  Unit  of 
the  National  Institute  of  Arthritis  and  Metabolic 
Diseases  reports  that  associated  variables  indicated 
that  the  hyperglycemia  represented  diabetes  in  the 
usual  clinical  sense  rather  than  an  unusual  racial 
variation  in  carbohydrate  metabolism.  These  vari- 
ables included  diabetic  retinopathy,  heavy  protein- 
uria, impaired  renal  function,  high  birth  weights 
in  infants,  increased  perinatal  mortality  and  con- 
genital anomalies,  and  postmortem  findings  of  nod- 
ular intercapillary  glomerulosclerosis. 

■Of  3,000  Pimas  who  lived  on  the  reservation,  al- 
most 2,000  were  examined.  The  criterion  for  “dia- 
betes” was  a venous  plasma  glucose  of  160  mg. 
per  100  ml.  or  higher  two  hours  after  a glucose 
load  of  75  gm. 

The  prevalence  in  women  in  the  55-to-64-year 
group  came  to  68  per  cent.  In  men  from  65  to  74 
years  the  figure  was  46  per  cent. 

. . . Medical  Tribune 
❖ * * 

LEUKEMIA  IN  RUSSIAN  JEWS 

An  epidemiologic  study,  covering  a three-state 
population,  disclosed  an  increased  risk  of  leukemia 
among  Jews  and  particularly  among  Russian  Jews. 

The  study  was  made  in  New  York  State,  Min- 
neapolis, and  Baltimore. 

Analyisis  of  childhood  leukemia  and  control  cases 
showed  no  differences  in  religious  and  ethnic  back- 
grounds. 

Analysis  of  the  same  question  among  adults 
showed  that  Jews  born  in  the  United  States  had 
a higher  risk  of  leukemia  than  other  religious 
groups,  that  persons  born  in  Russia  had  a higher 
risk  than  persons  born  either  in  the  U.S.  or  in 
other  European  countries,  and  that  individuals  who 
were  Jewish  as  well  as  being  born  in  Russia  had  a 
higher  risk  than  any  of  these  groups. 

The  risk  among  Jews  was  found  to  be  2.4  times 
that  of  non-Jews.  Among  Russian  Jews  it  was  5.3 
times  that  of  U.S. -born  non-Jews  of  non-Eastern 
European  parentage,  and  3.9  times  that  of  foreign- 
born  non-Jews. 

. . .Medical  Tribune 
* * * 


SKIN  DISEASES  IN  KENYA 

The  pattern  of  skin  diseases  in  3,168  patients 
seen  in  several  dermatological  clinics  in  the  Ken- 
yan highlands  as  compared  with  that  of  other  sur- 
veys from  subsahara  Africa,  shows  a resemblance 
with  the  pattern  of  dermatoses  in  early  20th  cen- 
tury Europe.  Typical  tropical  conditions  are  rare. 
There  are  disparities  in  frequency  with  other  Af- 
rican surveys  and  western  countries. 

. . . Verhagen,  A.  R.H.  B.:  Arch.  Derm.  98:577, 
(Dec.)  1968 

* * * 

SICKLE  TRAIT  IN  CHARLESTOWN,  S.C. 

A survey  of  Negro  residents  of  Charleston  Coun- 
ty, S.C.,  in  1960  to  1964,  revealed  a high  preva- 
lence of  the  sickle  cell  trait  at  14.6  per  cent.  Prev- 
alence did  not  differ  between  sexes,  nor  vary  sig- 
nificantly with  age.  There  is  no  suggestion  based 
on  these  cross-sectional  data  of  selective  mortality 
in  adults  associated  with  possession  of  the  sickle 
cell  trait.  The  prevalence  of  the  sickle  cell  trait 
was  significantly  higher  in  the  occupational  groups 
of  lowest  socioeconomic  status.  Among  individuals 
of  low  socioeconomic  status,  prevalence  was  higher 
in  residents  of  rural  areas.  Probable  explanations 
for  these  findings  include  selective  malarial  mor- 
tality in  childhood,  cultural  and  physical  isolation, 
assortative  mating,  and  endogamy. 

...Thompson,  C.,  and  Tyroler,  H.  A.:  Arch. 
Environ.  Health  17:891,  (Dec.)  1968 
* * * 

ESOPHAGEAL  CANCER  IN  AMERICAN  AND 
AFRICAN  NEGROES 

Esophageal  cancer  is  increasing  among  American 
Negroes.  Dr.  Walter  J.  Burdette,  Professor  of  Sur- 
gery at  the  M.D.  Anderson  Hospital,  Houston, 
Texas,  is  studying  the  disease  in  the  rural  Trans- 
keian  territories  and  in  more  urban  sections  around 
Johannesburg,  both  high-incidence  areas;  and  in 
Katanga  Province,  the  Democratic  Republic  of  the 
Congo,  wUere  it  is  rare.  So  far,  it  appears  that 
esophageal  cancer  is  not  genetic  and  is  not  related 
to  occupation,  although  environment  may  be  im- 
plicated. A correlation  with  alcohol  and  tobacco 
usage  is  suspected. 

. . . Medical  Tribune 
* * * 

CARBOHYDRATE  MEABOLISM  IN  ESKIMOS 

The  lack  of  correlation  of  incidence  of  glucosuria 
and  diabetes  mellitus  in  Canadian  Eskimos  casts 
some  doubt  on  the  value  of  urine  testing  as  a 
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screening  method  for  diabetes  in  Eskimos.  The 
same  conclusion  was  reached  in  regard  to  oral  glu- 
cose tolerance  testing  after  finding  approximately 
SO  per  cent  of  hospitalized  Eskimos  and  approxi- 
mately 25  per  cent  of  ambulant  cases  tested  in  the 
field  showing  abnormal  responses  after  oral  ad- 
ministration of  a standard  glucose  load.  In  almost 
all  cases,  normal  response  to  intravenously  admin- 
istered glucose  tolerance  testing  appeared  to  be  a 
better  indicator  of  glucose  metabolism,  correspond- 
ing to  their  clinical  status.  The  marked  discrepan- 
cy of  glucose  tolerance  seen  in  Eskimos  when  com- 
paring test  results  after  oral  and  intravenous  ad- 

I ministration,  never  reported  to  such  a degree  in 
any  other  race,  would  be  best  explained  by  a rela- 
tive lack  of  a hypothetical  hormone  released  by  the 
intestinal  mucosa  upon  glucose  absorption,  which 
is  believed  to  stimulate  the  5-islet  cells  to  release 
insulin  independently  of  blood  sugar  rise,  thus  pre- 
venting potentially  harmful  glucose  peaks. 

. . . Schaefer,  O.:  Arch.  Environ.  Health  18:133, 
(Jan.)  1969 

* * * 

HIGH  DEATH  RATE  FROM  HEART  DISEASE 
AMONG  AMERICANS  AND  EAST  FINNS 

An  international  study  focuses  on  15,000  workers 

I in  their  forties  or  fifties  from  the  U.S.  and  coun- 
tries in  Europe  and  Asia  has  been  under  way  to 
plot  their  susceptibility  to  and  death  from  coro- 
nary artery  disease. 

Five-year  results  of  the  study,  coordinated  by 
Dr.  Ancel  Keys  of  the  University  of  Minnesota, 

ishow  that  Americans  and  a group  of  East  Finns 
are  dying  of  heart  disease  at  a much  higher  rate 
than  expected,  even  allowing  for  their  high  choles- 
terol levels  and  incidence  of  hypertension. 

These  preliminary  comparisons  are  drawn  from 
among  a group  of  5,269  persons  including  2,576 
U.S.  railroad  workers,  and  agricultural  workers 
numbering  1,207  from  Greece,  672  from  Dalmatia 
in  southwestern  Yugoslavia,  and  814  from  eastern 
Finland.  The  Finnish  workers  had  the  highest  cho- 
lesterol levels,  with  a median  of  265  mg.  per  cent. 
Next  came  the  Americans,  with  median  readings 
of  235.  The  Greeks  and  Dalmatians  had  median 
levels  of  200.  Of  the  Finns,  20  per  cent  had  high 
blood  pressure,  compared  with  14  per  cent  of  the 
Americans,  and  8 per  cent  of  the  Greeks  and  Dal- 
matians. 

The  coronary  artery  disease  death  rate  for 
Americans  should  have  been  about  two  times  high- 
er, and  for  the  East  Finns  about  three  times  high- 
er than  that  of  the  Greeks  and  Dalmatians.  Actu- 
ally, the  Americans  are  dying  about  ten  times 
faster,  and  the  East  Finns  about  eight  times  faster. 


The  Finns  were  similar  to  the  Greeks  and  Dalma- 
tians in  body  weight,  degree  of  cigarette  smoking, 
physical  activity,  obesity,  and  freedom  from  urban 
stresses. 

American  heart  disease  victims  total  66,  for  a 
rate  of  25.6  per  cent  per  1,000  and  among  the  East 
Finns  17  deaths,  for  a rate  of  20.9.  Three  Greeks 
have  died,  amounting  to  a rate  of  only  2.5.  None 
of  the  Dalmatians  died  of  heart  disease. 

Some  factor  or  factors  not  clearly  identified  may 
be  involved.  A high  cholesterol  level  combined  with 
high  blood  pressure  may  produce  a synergistic  ef- 
fect that  sharply  increases  the  mortality  rate. 

. . . Medical  World  News 
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INDUSTRIAL  AND  WHOLESALE 
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HISTO  IS  CONFUSING. 

Histoplasmosis  can  mimic  such  unrelated  diseases  as 
TB,  leukemia,  pneumonia  and  syphilis.  Use  the  blue 
Histoplasmin  LEDERTINE™  Applicator  as  the  first  step 
in  differential  diagnosis  and  as  a routine  step  in  physical 
examinations  for  the  permanent  records  of  your  patients. 

HISTOPLASMIN,  TINE  TEST 

(Rosenthal) 

Precautions— Nonspecific  reactions  are  rare,  but  may  occur.  Vesi- 
culation,  ulceration  or  necrosis  may  occur  at  test  site  in  highly 
sensitive  persons.  The  test  should  be  used  with  caution  in  pa- 
tients known  to  be  allergic  to  acacia,  or  to  thimerosal  (or  other 
mercurial  compounds). 

lederle  laboratories 

A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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Report  of  Francis  B.  Sargent , M.D., 
and  John  E.  Farrell , Delegates  from 
Rhode  Island 


The  goal  of  the  American  Bar  Association  and 
the  American  Medical  Association  in  sponsoring  a 
national  forum  for  physicians,  attorneys  and  med- 
ical society  officers  is  to  promote  mutual  knowl- 
edge, appreciation  and  understanding  between  the 
two  professions  of  Law  and  Medicine.  The  sym- 
posium held  at  Las  Vegas  from  March  13-15,  1969 
was  an  outstanding  one  fulfilling  the  aims  and  ob- 
jectives of  the  two  organizations  involved. 

That  the  medicolegal  problems  are  now  greater 
that  ever  before,  and  increasingly  more  complex, 
was  clearly  evident  at  this  symposium.  In  view  of 
the  importance  of  the  subjects  presented  your  del- 
egates submit  herewith  a summary  of  the  high- 
lights of  the  meeting. 

Estate  Planning 

Areas  of  concern  to  both  professions,  such  as 
HR  10.  marital  trusts,  life  insurance  and  corporate 
trusts,  and  joint  tenancy,  were  reviewed  by  a panel 
of  experts  in  the  field,  and  their  presentations 
pointed  out  the  important  of  sound  legal  advice 
for  the  physician  in  any  estate  planning. 

In  view  of  the  great  interest  in  professional  cor- 
porations, an  arrangement  now  possible  in  Rhode 
Island  as  the  result  of  legislation  two  years  ago, 
the  presentation  by  Jule  M.  Hannajord,  a member 
of  a Minneapolis  law  firm,  and  legal  counsel  for 
the  Minnesota  State  Medical  Association,  was  most 
informative. 

Hannaford  pointed  out  that  “despite  the  exist- 
ence of  ten  (10)  decisions  holding  professional  or- 
ganizations to  be  taxable  as  corporations,  and  the 
absence  of  any  decision  to  the  contrary,  hundreds 
of  Internal  Revenue  Service  agents  over  the  coun- 
try are  currently  examining  professional  associa- 
tions and  corporations  and  preparing  deficiency 
assessments  against  their  stockholders  or  members 
on  the  theory  that  they  are  partners.” 

Hannaford  said  “the  extent  to  which  the  harass- 
ment of  professionals  seeking  to  be  taxed  as  a 
corporation  has  gone”  is  illustrated  by  the  events 
following  the  decision  in  the  case  of  Foreman  v. 
United  States  oj  America,  which  was  decided  in 
the  Southern  District  of  Florida  in  1964.  There 
was  no  appeal,  Hannaford  said,  from  the  decision 
that  a medical  group  is  eligible  to  be  taxed  as  a 
corporation. 

“No  issue  was  raised  by  either  side  as  to  the 


deductibility  by  the  corporation  of  sums  paid  to 
provide  fringe  benefits  to  its  physician  employees. 
After  the  case  was  decided  the  medical  group 
adopted  a deferred  compensation  plan  of  the  type 
corporations  are  entitled  to  adopt,”  Hannaford 
said.  “I  was  informed  that  last  summer  — - four 
years  after  the  court  had  ruled  the  group  was  eli- 
gible to  be  taxed  as  a corporation  — the  IRS  had 
not  approved  the  deductibility  of  contributions  to 
its  deferred  compensation  plan.” 

Hannaford  said  the  “Foreman”  case  showed  the 
Treasury  Department  and  IRS  “have  singled  out 
professional  men,  and  particularly  physicians  and 
lawyers,  for  special  and  discriminatory  treatment 
under  the  federal  income  tax  laws  and  that  they 
have  constantly  changed  the  grounds  for  attack 
in  order  to  accomplish  their  end  — - the  denial  of 
corporate  status  to  professional  groups.” 

Fringe  benefits  were  cited  as  the  principal  rea- 
sons for  professional  corporations.  Hannaford  said 
corporations  may  grant  fringe  benefits  to  em- 
ployees, including  stockholders,  on  a tax  sheltered 
basis  which  partnerships  cannot  grant  to  partners. 
Hannaford  said  these  include  workmen’s  compen- 
sation payments;  meals  and  lodging  furnished  by 
an  employer;  group  life,  accident,  health  and  dis- 
ability insurance;  payments  to  sick  and  disabled 
employees;  and  pension  and  profit-sharing  plans. 

In  the  opinion  of  Hannaford  the  year  1969 
would  seem  to  be  the  year  of  decision,  with  the 
possibility  of  five  Circuit  Courts  of  Appeal  deci- 
sions by  the  year  end,  and  perhaps  by  the  first  of 
next  year  we  wall  know  w’hether  or  not  the  Supreme 
Court  will  grant  certiorari.  If  no  Supreme  Court 
decision  is  forthcoming,  Hannaford  foresaw  these 
possibilities: 

1 ) Attempts  to  solve  the  problem  through  legis- 
lation, possibly  through  a Congressional  act  to 
amend  the  definition  of  the  Internal  Revenue  Code 
so  as  to  provide  specifically  that  professional  asso- 
ciations and  professional  corporations  are  corpora- 
tions within  the  meaning  of  the  Code. 

2 ) State  professional  association  acts  may  be 
amended  to  bring  them  in  accordance  with  the 
1960  and  1965  regulations,  although  it  is  doubtful 
that  such  amendments  “can  ever  create  an  entity 
that  will  meet  the  tests  of  the  1965  Regulations.” 

3)  The  new  Administration,  when  reviewing  po- 
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I sitions  taken  by  its  predecessor,  may  decide  to 
acquiesce  in  the  long  line  of  decisions,  all  in  favor 
i of  the  taxpayer,  and  to  employ  its  manpower  in 
other  areas  that  will  be  more  likely  to  produce  ad- 
i ditional  tax  revenues. 

4)  The  form  such  a reversal  of  policy  might 
I,  take  is  not  clear.  The  current  rash  of  decisions 

have  all  held  the  1965  Regulations  invalid.  None 
has  held  the  1960  Regulations  to  be  invalid.  If  this 
trend  continues  and  if  the  government  withdraws 
the  1965  Regulations,  then  the  1960  Regulations 
would  seem  to  be  the  guide  line.  It  would  appear 
that  a common  law  association  subject  to  a state 
law  similar  to  the  Uniform  Partnership  Act  could 
not  meet  the  corporate  resemblance  tests  as  set 
I forth  in  the  1960  Regulations.  However,  it  would 
appear  that  a group  organized  under  a state  pro- 
fessional association  or  corporation  act  could  meet 
such  tests  — at  least  unless  the  group  is  so  small 
that  it  doesn’t  have  centralized  management  or 
continuity  of  life.  Certainly  a solo  practitioner 
! could  not  meet  those  two  tests,  and  while  a two 
or  three  man  group  might  meet  them  on  paper,  it 
would  have  trouble  showing  it  meets  them  in  fact. 
The  hope  for  such  groups  is  to  organize  under  a 
professional  corporation  act  as  distinguished  from 
a professional  association  act,  and  to  argue  that 
1 their  corporate  charter  controls  their  tax  status 
and  that  the  1960  Regulations  don’t  apply  to  cor- 
porations — which  in  fact  they  do  not  specifically 
. do  because  they  were  issued  before  the  first  profes- 
sional corporation  act  was  passed.  If  this  approach 
i is  not  successful  for  the  solo  practitioners  and  small 
1 groups,  there  will  inevitably  be  an  incentive  to 
j form  large  groups  in  both  the  medical  and  legal 
fields. 

5)  A final  possibility  is  that  both  the  1965  and 
the  1960  Regulations  are  declared  invalid  or  with- 
drawn. If  such  a result  should  ensue,  the  issue 
would  presumably  be  resolved  under  the  corporate 
resemblance  tests  of  Morrissey,  as  set  forth  in  the 
1939  Regulations.  Such  tests  do  not  contain  the 
provision  found  in  the  1960  Regulations  that  com- 

i mon  law  associations  and  partnerships  subject  to 
the  Uniform  Partnership  Act  can  never  be  taxed 
) as  a corporation.  Therefore,  if  this  approach  pre- 
; vails,  many  large  law  firms  which  do  not  wish  to 
be  taxed  as  corporations  may  find  they  are  taxed 
; as  corporations.  I would  hope  this  approach  will 
not  be  accepted  as  it  would  undoubtedly  cause 
much  dissension  in  both  professions. 

* * * 

DISABILITY  - WHAT  KIND  AND  HOW  MUCH? 

A panel  on  problems  involving  disability  sought 
answers  to  such  questions  are  — are  disability  and 
physical  impairment  the  same  thing?  Should  the 


doctor  be  called  upon  to  express  an  opinion  as  to 
the  disability’s  (or  impairment’s)  effect  on  earning 
ability?  and  an  opinion  as  to  the  degree  of  dis- 
ability? what  are  the  problem  areas  between  the 
medical  and  legal  professions  vis  a vis  disability 
(impairment)  evaluation? 

Edmund  D.  Leonard,  Esq.,  of  California,  a mem- 
ber of  the  American  Bar  Association’s  atomic  en- 
ergy committee,  discussed  the  subject  as  related 
to  workmen’s  compensation. 

He  stated  that  “apportionment  between  indus- 
trial and  non-industrial  disabilities,  whether  they 
precede  or  are  incurred  subsequent  to  injury,  must 
be  judged  by  the  same  standards  as  those  applied 
in  measuring  the  industrial  disability  . . . more 
succinctly  state,  they  must  be  weighed  on  the  same 
scale.” 

“It  is  difficult  to  legislate  capability,  horse  sense 
or  morality,”  he  stated,  “but  there  are  certain 
steps  than  can  be  taken  to  enhance  the  probability 
of  their  joint  existence  in  a program  involving  the 
determination  of  rights  and  liabilities  in  workmen’s 
compensation.” 

His  recommendations  included  the  following: 
Adequate  pay  for  administrators;  political  appoint- 
ments should  be  made  only  to  board  or  commis- 
sion members  charged  with  ultimate  responsibility; 
political  appointments  to  boards  or  commissions 
should  be  for  life  or  good  behavior;  all  staff  and 
clerical  employees  should  be  under  civil  service; 
the  agency  should  be  equipped  with  adequate  of- 
fices and  modern  business  equipment;  promptness 
should  be  mandatory;  appellate  review  should  be 
limited  to  matters  of  law  and  should  not  include 
judgment  or  discretion. 

Leonard  added  that  the  entire  workmen’s  com- 
pensation operation  should  be  under  continuing 
legislative  review  to  insure  speedy  enactment  of 
necessary  reforms.  Budget  control  should  be  con- 
stant. 

“Since  workmen's  compensation  is  entirely  a 
creature  of  statute,”  said  Leonard,  “certainly  the 
Legislature  in  any  jurisdiction  could  conceivably 
arbitrarily  prescribe  that  the  degree  of  medical 
impairment  be  taken  as  the  degree  of  permanent 
disability,  in  effect  completing  adopting  the  whole 
man  guides  of  the  A.M.A.  as  a statutory  manda- 
tory extended  schedule  of  permanent  disabilities 
and  ignoring  all  socio-economic  factors.  I know  of 
no  jurisdiction  that  goes  this  far.” 

Leonard  added  that  “labor,  management,  med- 
icine, law  and  particularly  the  public  should  have 
a continuing,  active,  informed  voice  in  both  legis- 
lation and  administration  problems.” 

* * * 

Samuel  Langerman,  a former  president  of  the 
(Continued  on  next  page) 
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American  Trial  Lawyers  Association,  told  the  phy- 
sicians and  laweyrs  that  civil  juries  could  better 
resolve  the  medicolegal  questions  if  case  problems 
were  described  in  nontechnical  language.  He  felt 
that  the  jury  wants  to  know  what  activities  an 
' unstable  knee  will  prevent  or  make  more  difficult, 
rather  than  being  told  that  the  knee  injury  amounts 
to  a five  per  cent  permanent  functional  disability 
of  the  body  as  a whole."  “I  don't  claim"  he  stated 
"that  there  are  no  situations  in  civil  litigation 
where  statistics  or  percentage  ratings  are  helpful. 
I merely  suggest  that,  for  the  most  part,  I don't 
believe  the  jury  can  resolve  the  medicolegal  ques- 
tions by  relying  solely  or  primarily  on  such  testi- 
mony. I believe  in  most  instances  that  the  medical 
experts  and  the  other  witnesses  will  help  the  jury 
more  if  they  describe  in  non-technical  language 
the  problems,  if  any,  which  the  plaintiff  is  having 
and  those  which  he  is  likely  to  have  as  a result  of 
his  injuries.” 

He  also  commented  on  the  relationship  between 
the  doctor  and  the  lawyer  in  establishing  disability 
of  an  allegedly  injured  plaintiff  in  civil  litigation. 
He  stated,  "we  start  with  difference  in  our  train- 
ing, our  language,  and  in  our  goals.  For  example, 
when  the  doctor  speaks  of  the  cause  of  his  pa- 
tient's illness,  he  is  thinking  of  one  cause:  he  seeks 
the  etiology  of  the  illness.  A lawyer,  in  referring 
to  injuries  which  were  proximately  caused  by  the 
defendant,  means  any  condition  of  the  plaintiff's 
health  which  was  produced  in  whole  or  in  part  by 
some  fault  of  the  defendant.  This  difference  helps 
to  explain  the  lawyer’s  ready  acceptance  of  the 
doctrine  that  a defendant  is  liable  for  aggravating 
pre-existing  conditions,  while  many  doctors  still 
have  difficulty  reconciling  this  legal  concept  with 
their  more  scientific  understanding  of  medical 
causation. 

■‘The  lawyer's  job  in  the  courtroom  is  to  be  an 
advocate,  and  to  present  the  evidence  in  the  most 
favorable  light  to  his  client.  The  doctor,  on  the 
other  hand,  is  in  court  to  aid  the  jury  in  resolving 
some  of  the  issues  in  the  case. 

"I  could  relate  other  areas  in  which  our  differ- 
ences can  create  problems  for  both  professions,  but 
I suspect  that  most  of  you  already  know  about 
these.  In  view  of  these  differences,  it  is  not  diffi- 
cult to  understand  the  reluctance  of  many  doctors 
to  appear  in  court.  For  most  of  them,  this  is  an 
infrequent  and  unpleasant  interruption  of  the  ac- 
tivities which  they  feel  are  more  important  and 
certainly  more  familiar.  Their  office  nurses  do  not 
cross-examine  them  or  suggest  that  their  opinions 
are  wrong.  Unfortunately,  too,  there  are  still  some 
lawyers  who  are  inconsiderate  of  the  doctor's  prob- 
lems and  of  his  time. 

"The  obvious  solution  for  these  problems  is  in 


more  and  better  education  of  both  disciplines.  The 
public  needs  our  combined  help  to  produce  the 
most  equitable  methods  for  adequately  but  fairly 
compensating  the  victims  of  accidents.” 

* jfc  * 

LIFE,  DEATH  AND  HUMAN  TRANSPLANTATION 

Two  outstanding  lawyers,  Blair  L.  Sadler , of 
Maryland's  Attorney  General's  Commission  to  ex- 
amine laws  relating  to  transplantation  and  E. 
Blythe  Stason,  professor  of  law  at  Vanderbilt  Uni- 
versity, called  for  support  in  each  of  the  States  of 
the  L’niform  Anatomical  Gift  Act  since  it  is  based 
upon  "the  concept  of  consent,  i.e.,  free  gift  by  the 
individual  or  his  survivors.” 

( This  legislation  has  been  introduced  in  the 
Rhode  Island  General  Assembly  this  year,  and  it 
has  been  supported  for  the  R.I.  Medical  Society 
by  Dr.  Lester  L.  Vargas,  chairman  of  the  Society’s 
Committee  on  Organ  Transplants.) 

Sadler  discussed  the  problem  of  the  definition  of 
death  which  he  placed  ‘ 'among  the  most  widely 
discussed  and  least  understood  issues  relating  to 
heart  transplantation.” 

While  citing  a "clear  need  to  revise  criteria  for 
a definition  of  death  in  light  of  the  widespread 
availability  of  methods  to  support  cardiac  and  res- 
piratory function  artificially,”  he  pointed  out  that 
a definition  of  death  was  left  out  of  the  Uniform 
Anatomical  Gift  Act.  He  said  those  drafting  the 
act  decided  against  including  it  because  “to  freeze 
a definition  into  a statute  could  seriously  impede 
future  medical  progress.” 

"How-ever,  they  believed  it  appropriate  to  deal 
with  the  possible  conflict  of  interest  which  could 
arise  if  one  physician  were  to  care  for  both  the 
potential  donor  and  potential  recipient  of  a trans- 
plantable organ,”  Sadler  said.  “On  the  other  hand, 
they  also  recognized  the  importance  of  maintaining 
adequate  channels  of  communication  between  those 
physicians  representing  the  donor  and  those  physi- 
cians administering  to  the  recipient.  Effective  com- 
munication is  essential  to  the  successful  transplan- 
tation of  a vital  organ. 

"Consequently,  the  uniform  act  provides  that 
the  time  of  death  shall  be  determined  by  a physi- 
cian who  attends  the  donor  at  his  death,  or,  if 
none,  the  physician  who  certifies  the  death.  This 
physician  shall  not  participate  in  the  procedures 
for  removing  or  transplanting  a part.'  ” 

* * * 

MALPRACTICE  LIABILITY 

Certainly  the  most  important  phase  of  the  sym- 
posium for  the  majority  of  the  physicians  in  at- 
tendance was  the  subject  of  the  law  of  professional 
liability.  The  panel  gave  a splendid  review  of  the 
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subject,  citing  key  rules  of  such  liability,  why  some 
physicians  lose  malpractice  cases,  danger  zones  in 
medical  accident  prevention,  and  the  possibilities 
of  legislative  remedies  to  help  minimize  claims. 

Your  delegates  heard  with  concern  of  the  fact 
that  group  liability  coverage  was  recently  cancelled 
in  New  York  State,  and  in  Utah.  We  were  in- 
formed by  a California  physician  in  the  practice 
of  general  surgery  that  his  annual  liability  pre- 
mium, $100,000-$300,000  coverage,  was  over 
$3,600. 

William  F.  Martin,  legal  counsel  for  the  Medical 
Society  of  the  State  of  New  York,  stated  that  while 
admitting  that  carelessness  of  physicians  plays  a 
major  role  in  malpractice  problems,  ‘‘it  is  only  fair 
to  say  that  if  the  citizens  of  this  country  want  to 
contribute  to  the  improvement  of  the  picture,  they 
will  have  to  do  all  in  their  power  to  provide  better 
hospitals,  more  young  doctors  and  more  paramed- 
ical personnel.  While  it  is  a very  large  subject,  it 
is  undoubtedly  true  that  shortages  of  medical  per- 
sonnel and  facilities  is  an  area  of  present  critical 
concern.” 

Mr.  Martin  included  the  following  as  key  rules 
publicized  by  the  New  York  Medical  Society  to 
its  membership  (Rhode  Island  directs  a similar 
mailing  regularly  to  its  membership): 

• Avoidance  of  “destructive  and  unethical  criti- 
cism” of  other  physicians. 

• Maintenance  of  “ideal”  medical  records. 

• Use  of  tact  as  well  as  professional  ability  in 
handling  patients. 

• Care  should  be  taken  in  selection  and  super- 
vision of  assistants  and  employees. 

• Physicians  should  limit  themselves  “to  such 
fields  (of  practice)  as  are  within”  their  quali- 
fications. 

• In  the  treatment  of  the  patient  there  must  be 
no  experimentation  without  the  explicit  and 
informed  consent  of  the  patient  and  then  only 
when  there  is  reason  to  believe  that  no  harm 
will  be  done  to  the  patient  as  a result  of  the 
experiment. 

• Female  patients  should  always  be  examined 
in  the  presence  of  a third  person. 

* * * 

Philip  H.  Magner,  Jr.,  of  Buffalo,  N.Y.,  former 
director  of  the  New  York  State  Trial  Lawyers  As- 
sociation, blamed  a shortage  of  physicians  for  cre- 
ating a climate  of  carelessness  which  leads  to  mal- 
practice suits.  He  said  “the  doctor  who  is  too  busy 
is  likely  to  make  a serious,  careless,  avoidable  med- 
ical error  for  which  the  patient  will  suffer  and 


which,  these  days,  is  more  than  likely  to  give  rise 
to  a law  suit.” 

Magner  cited  physicians  who  fail  “to  make  ade- 
quate and  prompt  referrals,  when  they  find  them- 
selves out  of  their  depth”  as  another  factor  in  mal- 
practice suits.  He  added  that  “far  too  often,  the 
ultimate  liability  of  physicians  in  court  results,  not 
from  original  negligence,  but  from  a failure  to  ad- 
mit promptly  an  erroneous  diagnosis  or  treatment, 
and  to  make  prompt  and  appropriate  corrective 
measures.” 

“Clearly,  for  example,  in  many  cases  involving 
delicate  surgery  non-negligent  misfortunes  may  re- 
sult; misfortunes  whose  effects  may  often  be  com- 
pletely remedied  or  substantially  relieved  by  can- 
dor and  early  repair,  in  which  case  the  patient  is 
likely  to  be  satisfied  and  even  grateful,”  said  Mag- 
ner. “When  the  physician  through  vanity,  obsti- 
nacy, or  even  fear,  refuses  to  recognize  the  mistake 
and  reverse  the  patient's  deteriorating  condition, 
he  is  likely  to  find  the  patient  less  understanding 
and  more  aware  of  his  rights  at  law.” 

* * * 

Dr.  Arthur  J . Mannix  of  New  Rochelle,  N.Y.,  a 
surgeon  and  chairman  of  the  Westchester  County 
Professional  Liability  Review  Committee,  expressed 
concern  about  the  expanding  use  of  hospital  emer- 
gency rooms,  and  he  stated  that  often  only  an  in- 
tern is  available  who  is  inexperienced,  overworked, 
and  who  could  readily  err  in  making  a diagnosis. 
He  cited  instances  of  claims  when  an  x-ray  was 
not  ordered,  resulting  in  failure  to  detect  a frac- 
ture, and  of  failure  to  check  specific  problems  such 
as  head  injuries  or  chest  pains.  He  cited  the  anes- 
thesiologist as  being  most  vulnerable  to  a malprac- 
tice suit,  and  the  opinion  was  expressed  by  Mr. 
Martin,  of  the  State  Society,  that  no  anesthesiol- 
ogist should  leave  a patient  until  certain  that  the 
care  in  the  recovery  room  would  be  in  competent 
hands. 

* * * 

Dr.  John  Dillon,  professor  and  chief  of  the  di- 
vision of  anesthesia  at  the  University  of  California, 
Los  Angeles,  stated  that  the  haunting  fear  of  a 
possible  law  suit  is  threatening  the  practice  of  med- 
icine. 

He  noted  that  the  allegation  of  malpractice  by 
a patient  against  a physician  “is  the  ultimate  civil 
expression  of  dissatisfaction  with  medical  care.” 

"There  are  many  reasons  for  patient  dissatifac- 
tion,  some  of  them  real  and  some  of  them  com- 
pletely unjustified.  No  one  questions  the  right  of 
a patient  to  seek  redress  for  a real  wrong.” 

“The  courts,”  Dr.  Dillon  continued,  “by  various 

(Continued  on  next  page) 
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interpretations  of  statutes  have  made  it  easy  on 
one  hand  for  a patient  to  allege  malpractrice  and 
file  suit  against  a physician  and  on  the  other  hand, 
have  made  it  very  difficult  for  the  physician  to 
defend  himself  against  the  allegations  that  there  is 
fear  that  methods  of  practice  may  be  influenced. 

“The  ability  of  a physician  to  diagnose  and 
treat  are  not  only  threatened  but  to  a degree  may 
be  controlled  by  the  constant  incubus  of  a law 
suit.  It  is  essential  for  public  good  that  the  pro- 
fession seek  relief.” 

Discussing  legislative  remedies  for  alleged  mal- 
practice, Dr.  Dillon  reported  on  the  study  of  med- 
ical malpractice  by  a special  legislative  committee 
w'hich  determined  that  the  following  areas  were 
susceptible  to  legislative  consideration: 

1.  Statute  of  Limitations 

2.  Res  ipsa  loquitur 

3.  Confidentiality  of  proceedings  of  medical  re- 
view committee  and  hospital  medical  staffs 

4.  Scientific  approach  to  amount  of  awards 

5.  Requiring  plaintiff  to  post  a cost  bond 

6.  Permitting  advanced  payments  to  injured  pa- 
tients without  admission  of  liability 

7.  Clarification  and  limitations  on  doctrine  of 
implied  consent 

Subsequently  six  bills  were  prepared,  as  noted 
below,  and  those  numbered  2,  5,  and  6 were  passed, 
and  the  other  three  were  referred  to  committees  for 
further  study. 

1.  A bill  specifying  a definitive  one-year  statute 
of  limitations  applicable  in  all  cases  “except 
only  upon  proof  of  fraud  or  intentional  con- 
cealment.” 

2.  A bill  permitting  either  party  to  demand  that 
the  issue  of  the  running  of  the  statute  of  lim- 
itations be  separately  tried  before  a trial  on 
the  merits  of  the  allegation. 

3.  A bill  copied  after  the  Alaska  statute  eliminat- 
ing res  ipsa  loquitur. 

4.  A bill  requiring  the  filing  of  a $500  cost  bond 
in  cases  against  physicians. 

5.  A bill  permitting  malpractice  insurers  and 
others  to  make  advance  payments  to  an  in- 
jured person  without  admitting  liability  and 
with  the  right  of  offset  of  such  payments 
against  any  future  award. 

6.  And  finally,  a bill  protecting  the  proceedings 


Peripatetics 


New  members  elected  by  the  Providence  Med- 
ical Society  recently  are  JEAN  K.  ASHBA,  whose 
specialty  is  Internal  Medicine,  MOHAMMED 
KAKVAN,  specializing  in  Surgery,  MOHAMED 
T.  RAJABILTN,  specializing  in  thoracic-cardiovas- 
cular surgery,  and  DANIEL  T.  SHREVE  who  will 
enter  general  practice  in  Riverside. 

* * * 

Several  new  appointments  have  been  made  at 
the  Miriam  Hospital.  To  the  Active  Staff  in  Sur- 
gery have  been  appointed  ARTHUR  BONIVAiRT, 
SAMIR  MOUBAYED,  and  A B I). ALL  A ABA- 
DIER.  JOEL  WELTMAN  has  been  appointed  to 
the  Consulting  Staff,  and  JACK  W.  CONKLIN  to 
the  Associate  Staff  in  Neurology. 

* * * 

HERMAN  MARKS  was  recently  honored  by 
the  Salvation  Army  of  Providence  by  naming  its 
child  care  clinic  ‘‘The  Dr.  Marks  Clinic.”  This  was 
in  recognition  for  the  many  years  of  service  to  the 
children  of  the  community  which  he  has  rendered. 
A miniature  of  the  plaque  which  now  stands  in 
the  clinic  building  is  inscribed,  “For  His  Loyal 
and  Loving  Care.” 

* * * 

Rhode  Island  was  well  represented  at  the  recent 
sectional  meeting  of  the  American  College  of  Sur- 
geons held  in  Boston.  A group  of  approximately 

twenty  from  this  state,  headed  by  THOMAS 

PERRY,  JR.,  Governor  for  the  College  in  Rhode 
Island,  attended.  HENRY  T.  RANDALL  and 
MEN  DELL  ROBINSON  participated  in  the  pro. 
gram. 

* * * 

CARROLL  M.  SILYER  received  a Fulbright 
Educational  Exchange  Travel  Grant  from  the 
State  Department  to  lecture  in  Australia.  He  has 
been  at  the  University  of  Sydney  for  three  months, 
beginning  in  February,  lecturing  and  training  med- 
ical staffs  from  all  parts  of  Australia  in  the  early 
recognition  of  developing  deformities  in  cerebral 
palsy,  and  demonstrating  surgical  techniques. 


and  records  of  medical  review  committees  of 
medical  societies  or  hospital  medical  staffs 
from  pre-trial  discovery  or  production  in  court. 
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Sometimes 


he  forgets  he  has  hypertension,  gets  hot 
under  the  collar. . . high  under  the  cuff. 


patients,  consider  Regrotori 

chlorthalidone  50  mg. 
reserpinell.S.P.  0.25  mg. 


To  lower  blood  pressure 

and  allay  anxiety  in  hypertension. 

For  brief  summary  of  prescribing  infor- 
mation, see  next  page. 


Regroton*  Geigy 


chlorthalidone  50  mg. 
reserpineU.S.P.  0.25  mg. 

the  once-a-day  tablet  for  anxious  hypertensives 

Regroton  is  a combination  of  two  basic 
antihypertensives  designed  to  lower  blood 
pressure  and  allay  anxiety  in  hypertension. 

With  Regroton  he  can  keep  his  shirt  on 
and  you  can  keep  his  blood  pressure  down. 

Before  prescribing,  please  review  carefully 
the  indications,  contraindications, 
warning,  precautions,  adverse  reactions 
and  dosage  information  below. 


Regroton  ® 

Each  tablet  contains: 
chlorthalidone  50  mg. 
reserpine  U.S.P.  0.25  mg. 


reserpine-treated  mothers. 
Precautions:  Antihypertensive 
therapy  with  this  drug  should  al- 
ways be  initiated  cautiously  in 
postsympathectomy  patients  and 
in  patients  receiving  ganglionic 
blocking  agents,  other  potent  anti- 
hypertensive drugs,  or  curare. 
Reduce  dosage  of  concomitant 
antihypertensive  agents  by  at 
least  one-half.  To  avoid  hypoten- 
sion during  surgery,  discontinue 
therapy  with  this  agent  two  wee ks 
prior  to  elective  surgical  proce- 
dures. In  emergency  surgery,  use, 
if  needed,  anticholinergic  or 
adrenergic  drugs  or  other  sup- 
portive measures  as  indicated. 
Because  of  the  possibility  of  pro- 
gression of  renal  damage  periodic 
kidney  function  tests  are  indicated 
Discontinue  if  the  BUN  rises  or 
liver  dysfunction  is  aggravated. 
Hepatic  coma  may  be  precipitated 
Electrolyte  imbalance  sodium 
and/or  potassium  depletion  may 
occur.  If  potassium  depletion 
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potassium  supplements  given, 
provided  the  patient  does  not 
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Take  particular  care  in  cirrhosis 
or  severe  ischemic  heart  disease 
and  in  patients  receiving  corti- 
costeroids. ACTH,  or  digitalis. 
Severe  salt  restriction  is  not 
recommended  Use  cautiously  in 
patients  with  ulcerative  colitis  or 
gallstones  (biliary  colic  may  be 
precipitated).  Bronchial  asthma 
may  occur  in  susceptible  patients. 
Adverse  Reactions:  The  drug  is 
generally  well  tolerated  The  most 
frequent  side  effects  are  nausea, 
gastric  irritation,  vomiting,  diar- 
rhea. constipation,  muscle  cramps, 
headache,  dizziness  and  acute 


gout.  Other  potential  side  effect* 
include  angina  pectoris,  anxiety, 
depression,  bradycardia  and 
ectopic  cardiac  rhythms  (espe- 
cially when  used  with  digitalis), 
drowsiness,  dull  sensorium,  hyper- 
glycemia and  glycosuria,  hyper- 
uricemia, lassitude,  restlessness, 
transient  myopia,  impotence  or 
dysuria,  orthostatic  hypotension 
which  may  be  potentiated  when 
chlorthalidone  is  combined  with 
alcohol,  barbiturates  or  narcotics, 
leukopenia,  aplastic  anemia,  skin 
rashes,  thrombocytopenia,  agranu- 
locytosis. nasal  stuffiness,  in- 
creased gastric  secretions, 
nightmare,  purpura,  urticaria, 
ecchymosis,  weakness,  uveitis, 
optic  atrophy  and  glaucoma,  and 
pruritus  Eruptions  and/or  flushing 
of  the  skin,  a reversible  paralysis 
agitans-like  syndrome,  blurred 
vision,  conjunctival  injection, 
increased  susceptibility  to  colds, 
dyspnea,  weight  gain  decreased 
libido,  dryness  of  the  mouth, 
deafness,  anorexia,  and  pan- 
creatitis when  epigastric  pain  or 
unexplained  G I symptoms 
develop  after  prolonged  adminis- 
tration. Jaundice,  xanthopsia, 
paresthesia,  photosensitization 
and  necrotizing  angiitis  are 
possible 

Average  Dosage:  One  tablet  daily 
with  breakfast 

Availability:  Pink,  single-scored 
tablets  in  bottles  of  100  and  1000. 
(8)46-600-0 

For  details,  please  see  complete 
prescribing  information. 


Indications:  Hypertension 
Contraindications:  History  of  men- 
tal depression,  hypersensitivity, 
and  most  cases  of  severe  renal  or 
hepatic  diseases. 

Warning:  With  the  administration 
of  enteric-coated  potassium  sup- 
plements, which  should  be  used 
only  when  adequate  dietary  sup- 
plementation is  not  practical,  the 
possibility  of  small-bowel  lesions 
(obstruction,  hemorrhage,  and 
perforation)  should  be  kept  in 
mind.  Surgery  for  these  lesions 
has  frequently  been  required  and 
deaths  have  occurred.  Discontinue 
coated  potassium-containing  for- 
mulations immediately  if  abdom- 
inal pain,  distention,  nausea, 
vomiting,  or  gastrointestinal  bleed- 
ing occur.  Discontinue  one  week 
before  electroshock  therapy,  and 
if  depression  or  peptic  ulcer 
occurs. 

Use  in  pregnancy:  Because  chlor- 
thalidone may  cross  the  placental 
barrier  and  appear  in  cord  blood 
and  thiazides  may  appear  in 
breast  milk,  this  drug  should  be 
used  with  care  in  pregnant  pa- 
tients and  nursing  mothers.  When 
used  in  women  of  childbearing 
age,  the  potential  benefits  of  the 
drug  should  be  weighed  against 
the  possible  hazards  to  the  fetus. 
Use  of  chlorthalidone  may  result  in 
fetal  or  neonatal  jaundice,  throm- 
bocytopenia. and  possibly  other 
adverse  reactions  which  have  oc- 
curred in  the  adult.  Increased 
respiratory  secretions,  nasal  con- 
gestion, cyanosis  and  anorexia 
may  occur  in  infants  born  to 
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District^  Medical  Society  Meetings 


WASHINGTON  COUNTY  MEDICAL  SOCIETY 

The  quarterly  meeting  of  the  Washington  County 
Medical  Society  was  held  at  the  Larch  wood  Inn 
on  Wednesday,  January  8,  1969. 

The  meeting  was  called  to  order  at  11:45  a.m. 
by  Dr.  John  Pinto,  President. 

Members  present  were  Drs.  Agnelli,  Conrad, 
Farrell,  Gale,  Golberg,  W.  Johnson,  Johston,  Jones, 
Kinsley,  Kraemer,  Kusma,  LaPere,  Manganaro, 
MGrath,  McDermott,  Menzies,  Nathans,  O’Brien, 
Palaia,  Pinto,  Potter,  Siegmund,  Tully,  Turco, 
Walsh  and  Boyd. 

It  was  moved  by  Dr.  Nathans  and  seconded  by 
Dr.  Turco  that  the  minutes  of  the  last  regular 
meeting  be  accepted  as  printed  and  distributed,  and 
so  passed. 

There  were  no  communications  to  be  read. 

Dr.  Kraemer  gave  his  report  from  the  Council. 

T he  question  of  Osteopaths  is  being  discussed  at 
the  state  level.  The  matter  was  to  be  brought  up 
at  the  next  meeting  of  the  House  of  Delgats. 
Changs  are  to  be  made  soon.  The  AM  A has  passed 
data  concerning  the  matter  and  they  are  about  to 
make  a change.  Quite  a discussion  among  the  mem- 
bers took  place  and  a number  of  proposals  were 
put  forth.  Dr.  Kraemer  moved  that  information 
relative  to  Osteopaths  be  made  available  to  the 
members  so  that  they  could  be  more  informed. 
This  was  seconded  by  Dr.  Menzies.  Dr.  Nestor 
proposed  that  a request  be  sent  to  the  Secretary  of 
the  State  Medical  Society  for  guidance  from  the 
state  level. 

Dr.  Nathans  moved  to  admit  properly  qualified 
Osteopaths  to  the  County  Society  and  this  was 
not  approved  by  the  members. 

The  Nominating  Committee  made  the  following 
nominations  for  1969: 

President 

Erwin  Siegmund,  M.D. 

First  Vice  President 

Louis  LaPere,  M.D. 

Second  Vice  President 

Mauricio  Golberg,  M.D. 

Representative  to  Council 

Richard  J.  Kraemer,  M.D. 

Representative  to  the  House  oj  Delegates 

Bruno  Agnelli,  M.D.  (3  years) 

Joseph  L.  Ruisi,  M.D.  (2  years) 

James  A.  McGrath,  M.D.  (1  year) 
Secretary 

F.  M.  Palaia,  M.D. 


T reasurer 

William  McDermott,  M.D. 

Auditor 

Charles  L.  Farrell.  M.D. 

Credentials  Committee 

John  J.  Walsh,  M.D. 

Attilio  L.  Manganaro,  M.D. 

Joseph  L.  Ruisi,  M.D. 

A motion  to  accept  the  nominations  was  made 
by  Dr.  Nestor  and  seconded  by  Dr.  Menzies.  The 
motion  was  passed  unanimously. 

Dr.  Pinto  gave  a resume  of  the  past  year,  and 
the  business  portion  of  the  meeting  was  adjourned 
at  12:35  p.m. 

Dr.  Uhl,  Director  of  Continuing  Education  and 
Professor  of  Medical  Sciences  at  Brown,  spoke  dur- 
ing the  luncheon  about  the  changes  taking  place 
in  the  state. 

Francis  M.  Palma,  m.d. 

Secretary 

PROVIDENCE  MEDICAL  ASSOCIATION 

A regular  meeting  of  the  Providence  Medical 
Association  was  held  at  the  Rhode  Island  Medical 
Society  Library  in  Providence,  Monday,  April  7, 
1969.  The  meeting  was  called  to  order  by  the  Pres- 
ident, Dr.  Nathan  Chaset,  at  8:35  p.m. 

Minutes  of  Previous  Meeting 

Doctor  Chaset  noted  that  the  March  meeting 
had  been  cancelled  because  of  inclement  weather 
and  that  the  minutes  of  the  February  meeting  were 
published  in  the  Rhode  Island  Medical  Journal, 
and  therefore  reading  of  them  would  be  omitted. 

Announcements 

The  President  reported  the  loss  by  death  of 
three  members:  Drs.  William  Hindle,  Arthur  Rat- 
teni  and  Americo  J.  Pedorella.  Members  at  the 
meeting  stood  for  a minute  of  silent  prayer  in 
memory  of  these  physicians. 

Doctor  Chaset  noted  that  the  Association  would 
conclude  its  monthly  scientific  meetings  until  Oc- 
tober, and  he  urged  all  members  to  attend  the 
158th  Scientific  Assembly  of  the  Rhode  Island 
Medical  Society  to  be  held  on  May  6 and  7. 

Report  of  the  Secretary 

Dr.  Joseph  E.  Caruolo  read  his  report  as  follows: 

At  a recent  meeting  the  Executive  Committee 
took  the  following  actions: 

1 ) It  approved  of  the  appointment  of  a new 

Utilization  and  Review  Committee,  as  requested 
(Continued  on  Page  254) 
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THE  WASHINGTON  SCENE 


A Summary  Report  Prepared  by 
the  Washington  Office  of  the  Amer- 
ican Medical  Association. 


The  Department  of  Health,  Education  and  Wel- 
fare issued  proposed  regulations  setting  standards 
for  rubella  vaccine,  making  it  possible  it  will  be 
ready  for  distribution  in  limited  quantities  by 
about  June  1. 

The  standards  cover  production  methods,  safety, 
purity  and  potency.  They  were  developed  by  the 
Division  of  Biologies  Standards,  a unit  of  the  Na- 
tional Institutes  of  Health.  Final  regulations  could 
be  published  as  early  as  May  3.  Indications  were 
that  two  manufacturers  would  have  a vaccine 
ready  for  initial  distribution  soon  after  the  regula- 
tions had  been  made  final. 

“This  means  that  we  are  one  step  closer  to  the 
prevention  of  a disease  that  has  caused  an  untold 
number  of  tragic  births,”  HEW  Secretary  Robert 
H.  Finch  said  when  the  proposed  regulations 
were  issued. 

‘"We  are  moving  ahead  to  combat  German  mea- 
sles in  the  quickest  manner  consistent  with  public 
safety." 

The  regulations  apply  to  vaccines  containing  a 
live  virus  strain  known  as  HPV-77,  which  is  grown 
in  either  duck  embryo  or  dog  kidney  cell  culture 
systems.  Experimental  vaccines  produced  in  ac- 
cordance with  the  standards  have  undergone  ex- 
tensive community  testing  in  the  United  States  and 
abroad.  Two  manufacturers,  Merck.  Sharpe  & 
Dohme  and  Philips  Roxane  Laboratories  have  pro- 
duced vaccines  based  on  this  strain. 

“We  hope  that  more  than  one  vaccine  will  be 
available,”  Dr.  Robert  Q.  Marston,  XIH  Director, 
said.  “Regulations  covering  the  use  of  other  virus 
strains  and  culture  media  for  rubella  vaccine  pro- 
duction will  be  formulated  on  the  basis  of  exten- 
sive tests  now  going  on.” 

Smith,  Kline  & French  Laboratories  has  tested 
widely  an  experimental  vaccine  containing  the 
Cendehill  strain  of  rubella  virus. 

An  HEW  announcement  said: 

“German  measles  is  a threat  to  susceptible  preg- 
nant women  at  any  time,  but  the  threat  increases 


significantly  during  epidemic  years.  One  of  the 
most  tragic  and  disastrous  epidemics  to  hit  the 
United  States  in  modern  times  was  the  German 
measles  epidemic  of  1964-1965.  This  resulted  in 
about  50,000  abnormal  pregnancies.  About  20,000 
infants  were  born  with  such  crippling  defects  as 
mental  retardation,  heart  disease,  blindness  and 
deafness.  I he  remaining  30.000  pregnancies  ter- 
minated in  miscarriage  or  stillbirth. 

* * * 

I he  hood  and  Drug  Administration  has  taken 
the  first  step  to  halt  the  marketing  of  78  antibi- 
otic combination  products. 

I he  ultimate  action  was  recommended  by  the 
National  Academy  of  Sciences — -National  Research 
Council,  which  is  evaluating  the  effectiveness  of 
about  3,600  new  drugs  marketed  from  1938  to 
1962. 

Generally,  the  78  products  were  found  ineffec- 
tive as  fixed  combinations  for  claims  made  in  their 
labeling.  The  FDA  emphasized  that  this  does  not 
necessarily  mean  that  either  antibiotics  or  other 
active  ingredients  of  the  products  are  ineffective 
when  used  alone. 

"But  the  use  of  two  or  more  active  ingredients 
in  the  treatment  of  a patient  who  can  be  cured  by 
one  is  irrational  therapy,”  said  Herbert  L.  Ley, 
Jr.,  M.D.,  Commissioner  of  Food  and  Drugs.  “It 
exposes  the  patient  to  an  unnecessary  risk.  Anti- 
biotics should  be  used  like  a rifle  rather  than  a 
shotgun.” 

The  majority  of  the  78  products  are  antibiotic- 
sulfa  combinations  in  tablet,  capsule,  or  liquid 
form.  Also  included  are  16  penicillin-streptomycin 
combinations  that  are  given  by  injection. 

Other  antibiotics  used  in  the  preparations  in- 
clude erythromycin,  neomycin,  tetracycline,  chlor- 
tetracycline,  nystatin,  oxytetracycline,  oleoando- 
mycin,  and  triacetyloleandomycin.  In  addition, 
some  of  the  preparations  contain  analgesics,  vita- 
mins, or  other  ingredients. 

(Continued  on  Page  253) 
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...you  have 
a lot  going  for  you 
in  the  wide 
range  of  bacterial 
infections. 


DESCRIBING  INFORMATION.  For  complete 
nformation  consult  Official  Package  Circular, 
ndications:  Infections  due  to  susceptible  strains 
jf  Gram-negative  bacteria  (including  Shigellae, 
S.  typhosa  and  other  Salmonellae,  E.  coli,  H.  in- 
’luenzae,  P.  mirabilis,  N.  gonorrhoeae  and  N. 
■ neningitidis ) and  Gram-positive  bacteria  (in- 
'.luding  streptococci,  pneumococci  and  nonpeni- 
:illinase-producing  staphylococci). 
Contraindications:  A history  of  allergic  reac- 
tions to  penicillins  or  cephalosporins  and  infec- 
tions due  to  penicillinase-producing  organisms. 
Precautions. Typical  penicillin-allergic  reactions 
may  occur,  especially  in  hypersensitive  pa- 
rents. Mycotic  or  bacterial  superinfections  may 
occur.  Experience  in  newborn  and  premature 
nfants  is  limited  and  caution  should  be  used 
in  treatment,  with  frequent  organ  function  eval- 
uations. Safety  for  use  in  pregnancy  is  not  estab- 
ished.  In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  performed  initially  and 


monthly  for  4 months.  Assess  renal,  hepatic 
and  hematopoietic  function  intermittently  dur- 
ing long-term  therapy. 

Adverse  Reactions:  Skin  rash,  pruritus,  urti- 
caria, nausea,  vomiting,  diarrhea  and  anaphy- 
lactic reactions.  Mild  transient  elevations  of 
SGOT  or  SGPT  have  been  noted.  Black  tongue 
has  been  noted  in  some  patients  receiving  the 
Chewable  Tablets. 

Usual  Dosage:  Adults— 250  or  500  mg.  q.  6 h. 
(according  to  infection  site  and  offending  or- 
ganisms). Children— 50-100  mg. /Kg. /day  in  3 
to  4 divided  doses  (depending  on  infection  site 

Polydllirf 

(ampicillin  trihydrate) 


and  offending  organisms).  Bacterial  meningitis 
—150-200  mg. /Kg. /day  in  6 to  8 divided  doses. 
Children  weighing  more  than  20  Kg.  should  be 
given  an  adult  dose  when  prescribing  orally. 
In  parenteral  administration,  children  weighing 
more  than  40  Kg.  should  be  given  an  adult  dose. 
Beta-hemolytic  streptococcal  infections  should 
be  treated  for  at  least  10  days. 

Supplied:  Capsules— 250  mg.  in  bottles  of  24  and 
100.  500  mg.  in  bottles  of  16  and  100.  For  Oral 
Suspension— 125  mg./5  ml.  in  60,  80  and  150 
ml.  bottles.  250  mg./5  ml.  in  80  and  150  ml. 
bottles.  Chewable  Tablets— 125  mg.  in  bottles 
of  40.  Injectable— for  I.M./I.V.  use— vials  of 
125  mg.,  250  mg.,  500  mg.,  and  1 Gm.  Pediatric 
Drops— 100  mg. /ml.  in  20  ml.  bottles. 
u-i/2/69  A.  H.  F.  S.  Category  8:12.16 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 
Syracuse,  New  York  13201 


BRISTOL 


The  penicillin  you  use  like  a broad-spectrum  antibiotic 
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the  "daytime  sedative"  for 
everyday  situational  stress 

When  stress  is  situational — environmental  pressure, 
worry  over  illness — the  treatment  often  calls  for  an 
anxiety-allaying  agent  which  has  a prompt  and 
predictable  calming  action  and  is  remarkably  well 
tolerated.  Butisol  Sodium  (sodium  butabarbital) 
meets  this  therapeutic  need. 

After  30  years  of  clinical  use  . . . still  a first  choice 
among  many  physicians  for  dependability,  safety  and 
economy  in  mild  to  moderate  anxiety. 
Contraindications:  Porphyria  or  sensitivity  to 
barbiturates. 

Precautions:  Exercise  caution  in  moderate  to  severe 
hepatic  disease.  Elderly  or  debilitated  patients  may 
react  with  marked  excitement  or  depression. 

Adverse  Reactions:  Drowsiness  at  daytime  sedative 
dose  levels,  skin  rashes,  “hangover”  and  systemic 
disturbances  are  seldom  seen. 

Warning:  May  be  habit  forming. 

Usual  Adult  Dosage:  As  a daytime  sedative, 

15  mg.  (H  gr.)  to  30  mg.  gr.)  t.i.d.  or  q.i.d. 

Available  for  daytime  sedation:  Tablets,  15  mg.  (A  gr.), 

30  mg.  (14  gr.);  Elixir,  30  mg.  per  5 cc.  (alcohol  7%). 
BUTICAPS®  [Capsules  Butisol  Sodium  (sodium  butabarbital)] 
15  mg.  (A  gr.),  30  mg.  ( y2  gr.). 

( McNEII ) 


McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa. 
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he  rewards  of  sparing  your  patients  the  tubes 
>ulations  of  unpleasant  enemas. 

red  to  enemas,  Dulcolax  suppositories  are  a 
and  simpler  way  to  empty  the  bowel.  Gone 
tubing,  the  “accidents”,  and  the  bruised  egos, 
e suppository,  inserted  against  the  bowel  wall, 
brings  about  an  evacuation  within  15  minutes 
our. 

lospital,  order  Dulcolax  for  constipation  or 


bowel  cleansing.  Your  patients  will  often  prefer  it  to 
embarrassing  enemas.  And  you  can  be  sure  nurses 
will  appreciate  the  saving  in  time  and  effort. 

Dulcolax  tablets  taken  at  night  usually  result  in  a 
bowel  movement  the  following  morning.  A combina- 
tion of  tablets  at  night  and  a suppository  the  next 
morning  generally  cleans  the  bowel  thoroughly  in 
preparation  for  surgery  or  special  procedures.  Keep 
in  mind,  however,  that  the  drug  is  contraindicated  in 
the  acute  surgical  abdomen. 


Dulcolax„ife 


bisacodyl 


predictable 


se  from  Boehringer  Ingelheim  G.m.b.H. 


% Geigy  Pharmaceuticals  , Division  of  Geigy  Chemical  Corporation,  Ardsley,  New  York  10502 
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PARKE-DAVIS 


FIRST  APPLICATION 

ELASE  Ointment  is  applied  to  a deep  ulceration  of  a finger. 


By  helping  to  remove  dead  tissue  and  debris  from  the  ulcer’s 
surface,  ELASE  Ointment  creates  a better  environment  for  the 
elimination  of  infection,  for  healthy  granulation... for  healing. 

Its  lytic  enzymes  effectively  break  down  DNA  in  dead  leuko- 
cytes and  other  debris .. . the  fibrin  in  blood  clots,  serum,  and 
purulent  exudates . . . and  the  denatured  proteins  in  necrotic 
tissue.  Protein  elements  of  living  tissue  are  relatively  un- 
affected. ELASE  Ointment  is  indicated  in  stasis  ulcers  and  in 
other  infected  or  inflamed  ulcers  caused  by  circulatory  distur- 
bances. In  cases  requiring  skin  grafting,  it  is  used  preoperatively 
for  debridement.  For  ambulatory  patients  debridement  with 
ELASE  Ointment  is  a convenient  therapy  and  a regimen  likely 
to  be  followed.  Precautions:  Observe  usual  precautions  against 
allergic  reactions,  particularly  in  persons  with  a history  of 
sensitivity  to  materials  of  bovine  origin  or  to  mercury  com- 
pounds. Adverse  Reactions:  Side  effects  attributable  to  the 
enzymes  have  not  been  a problem  at  the  dose  and  for  the 
indications  recommended.  Discussion:  Successful  use  of 
enzymatic  debridement  depends  on  several  factors:  (1)  dense, 
dry  eschar,  if  present,  should  be  removed  surgically  before 
enzymatic  debridement  is  attempted;  (2)  the  enzyme  must  be  in 
constant  contact  with  the  substrate;  (3)  accumulated  necrotic 
debris  must  be  periodically  removed;  (4)  the  enzyme  must  be 
replenished  at  least  once  daily;  and  (5)  secondary  closure  or 
skin  grafting  must  be  employed  as  soon  as  possible  after 
optimal  debridement  has  been  attained.  It  is  further  essential 
that  wound-dressing  techniques  be  performed  carefully  under 
aseptic  conditions  and  that  appropriate  systemically  acting 
antibiotics  be  administered  concomitantly  if,  in  the  opinion  of 
the  physician,  they  are  indicated.  Available:  ELASE  Ointment  is 
supplied  in  30-Gm.  tubes  containing  30  units  (Loomis)  of 
fibrinolysin  and  20,000  units  of  desoxyribonuclease  with 
0.12  mg.  thimerosal  (mercury  derivative);  and  in  10-Gm.  tubes 
containing  10  units  of  fibrinolysin  and  6,666  units  of  desoxy- 
ribonuclease with  0.04  mg.  thimerosal.  ELASE  Ointment  has  a 
special  base  of  liquid  petrolatum  and  polyethylene;  contains 
sodium  chloride  and  sucrose  used  during  manufacture;  is 
stable  at  room  temperature  through  the  expiration  date  stated 
on  the  package. 


EIGHTEEN  DAYS  LATER 

Healing  has  progressed  rapidly  without  interruption  or 
interference  from  any  accumulated  purulence  or 
necrotic  tissue.  Greatly  reduced  size  of  lesion  and 
minimal  scar  tissue  indicate  q jality  and  vigor  of 
healing  which  is  almost  complete. 
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The  antibiotics  combinations  are  the  products 
of  21  different  manufacturers,  including  Chas. 
Pfizer  & Co.;  Eli  Lilly  & Co.;  Lederle  Laboratories 
division  of  American  Cyanamid  Co.;  Bristol  La- 
boratories Inc.,  a division  of  Bristol-Myers  Co.; 
Merck  & Co.;  E.  R.  Squibb  & Sons  Inc.,  a sub- 
sidiary of  Squibb  Beech-Nut  Inc.;  Upjohn  Co.; 
Wyeth  Laboratories  Inc.,  a subsidiary  of  American 
Home  Products  Corp. ; Abbott  Laboratories;  and 
Hoffman-La  Roche  Inc.  In  an  earlier  proposal  last 
December,  the  FDA  similarly  moved  against  prod- 
ucts marketed  by  Squibb,  Lederle  and  Upjohn. 

Many  of  the  affected  products  have  been  pro- 
moted widely  and  found  wide  acceptance  in  the 
medical  profession.  Several  of  the  manufacturers 
promptly  said  they  would  contest  the  FDA  ruling 
and  others  also  were  expected  to  oppose  it.  The 
manufacturers  were  given  30  days  to  submit  any 
new  data  on  the  efficacy  of  the  products. 

There  were  12  products  in  the  first  groups,  an- 
nounced last  December.  A decision  still  was  pend- 
ing on  whether  manufacturers  of  those  products 
should  have  additional  time  to  submit  evidence  of 
efficacy. 

The  FDA  can  halt  the  marketing  of  antibiotic- 
containing  preparations  by  deleting  them  from 
regulations  listing  the  antibiotic  drugs  acceptable 
for  certification.  Antibiotics  and  insulin,  unlike 
other  drugs,  must  be  certified  on  a batch-by-batch 
basis  before  they  can  be  marketed. 

* * * 

Two  spokesmen  for  the  medical  profession  as- 
serted before  a Senate  subcommittee  that  the  poli- 
cies and  scientific  journals  of  their  organizations 
are  not  biased  in  favor  of  the  prescription  drug 
industry  because  of  the  drug  advertising  revenue. 

Sen.  Gaylord  Nelson  (D.,  Wis.),  chairman  of 
the  Senate  Monopoly  Subcommittee  which  is  mak- 
ing a broad  study  of  the  ethical  drug  industry, 
accused  the  medical  journals  of  following  the  phar- 
maceutical industry’s  line  to  get  advertising  dol- 
lars. 

Both  Dr.  Edward  R.  Annis,  a member  of  the 
AMA  Board  of  Trustees,  and  Dr.  Maynard  I. 
Shapiro,  president  of  the  AAGP,  emphatically  de- 
nied the  charge.  Both  cited  the  high,  objective 
advertising  standards  of  their  organizations’  pub- 
lications. 

‘‘The  American  Medical  Association’s  programs 
and  policies  have  never  been,  are  not  now,  and 
never  will  be  shaped  by  any  dependence  on  the 
drug  industry,”  Dr.  Annis  said.  “And  to  assure 
that  there  is  no  conflict  of  interest,  the  AMA  has 
consistently  separated  the  editorial  management, 


advertising  acceptance,  and  business  management 
of  each  of  its  scientific  publications.  . . . 

“We  believe  that  no  publication  surpasses  our 
own  standards  for  acceptable  advertising.” 

Nelson  sharply  criticized  the  Journal  of  the 
American  Medical  Association  as  to  the  ads  it 
carried  on  chlormycetin  after  the  drug  had  been 
judged  to  be  extremely  dangerous.  Annis  acknowl- 
edged that  “one  Madison  Avenue  effort  . . . slipped 
through  the  net”  of  AMA  advertising  standards. 
But  he  pointed  out  the  various  warnings  on  the 
drug  carried  in  the  editorial  content  of  JAMA  and 
other  AMA  publications. 

“Advertising  is  screened  by  a group  of  physi- 
cians, all  of  whom  we  consider  qualified  to  perform 
their  task,”  Dr.  Shapiro  said.  “We  don’t  list  the 
names  of  these  physicians  in  our  magazines  because 
we  believe  they  prefer  a degree  of  anonymity.  All 
are  medical  school  faculty  members  and  all,  in 
our  opinion,  are  well  qualified  to  screen  pharma- 
ceutical advertising.” 

Dr.  Shapiro  also  said  that  at  least  two  drug 
firms  had  canceled  ads  in  AAGP  publications  after 
they  had  carried  editorials  adverse  to  the  com- 
panies. 

♦ * * 

The  Nixon  Administration  recommended  to  Con- 
gress that  the  Hill-Burton  hospital  construction 
and  improvement  program  be  changed  to  permit 
block  allocation  of  grant  funds  to  states. 

Since  enactment  of  the  first  Hill-Burton  legisla- 
tion in  1946,  federal  grants  for  it  have  been  ear- 
marked for  specific  purposes. 

In  a statement  to  the  House  Health  Subcommit- 
tee, Robert  H.  Finch,  secretary  of  Health,  Educa- 
tion and  Welfare,  said  the  nation’s  health  needs 
had  changed  since  the  Hill-Burton  program  was 
started. 

Today’s  needs,  he  said,  are  twofold: 

— Modernization  or  replacement  of  existing  and 
obsolete  acute  care  facilities  in  the  hospitals  and 

— Expansion  of  other  kinds  of  medical  facilities 
to  reduce  the  pressures  on  hospitals  and  help  curb 
skyrocketing  medical  costs. 

He  recommended  a $150  million  annual  grant 
authorization  for  construction,  replacement  or 
modernization  of  the  most  critical  types  of  health 
facilities. 

“Additionally,  we  recommend  the  removal  of  the 
existing  Hill-Burton  categories  to  provide  a better 
balance  of  health  care  facilities  which  have  tradi- 
tionally been  neglected  or  in  short  supply,”  he 
said. 

Expansion  of  neighborhood  health  center  pro- 
grams also  was  recommended.  The  HEW  state- 
ment said  it  was  required  to  meet  the  health  needs 
of  the  poor. 

(Concluded  on  Page  293) 
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PROVIDENCE  MEDICAL  ASSN. 

(Continued  from  Page  251) 
by  the  House  of  Delegates  of  the  Rhode  Island 
medical  Society,  to  consider  claims  problems 
within  the  Providence  Medical  District.  The 
Committee  approved  consists  of  the  following: 
Drs.  Marshall  Taylor.  Nathan  Chaset.  William 
A.  McDonnell.  Frank  Merlino,  Joseph  E.  Ca- 
ruolo  and  Joseph  A.  Delfino.  This  committee 
provides  representation  of  each  of  the  general 
hospitals  in  the  area. 

2 ) The  Committee  accepted  the  resignation  of 
Dr.  E.  Franklin  Hall  who  is  moving  to  the  New 
York  City  area. 

3 ) The  Executive  Committee  named  Drs.  Jo- 
seph Karas  and  Jay  Orson  as  the  Association's 
delegates  to  the  Rhode  Island  Council  of  Com- 
munity Services  of  which  the  Association  is  a 
member. 

4)  The  request  of  Progress  For  Providence  for 
assistance  with  its  Neighborhood  Health  Centers 
was  discussed  and  referred  to  the  Officers  for 
review  with  the  Medical  Director  of  the  Agency. 

5)  The  poll  initiated  by  the  President  was  re- 
viewed. and  the  Committee  noted  that  the  great 
majority  of  those  answering  the  poll  expressed 
the  wish  that  the  scientific  meetings  be  con- 
tinued monthly,  Ostober  to  April,  and  on  the 
first  Monday  of  each  month,  at  8:30  p.m. 

6)  The  President  and  Executive  Secretary  wrere 
asked  to  pursue  the  issue  of  curtailment  of  the 
service  of  the  Providence  Fire  Department  Res- 
cue units. 

7 ) The  Committee  re-instated  two  members, 
one  who  had  been  suspended  for  non-payment 
of  dues,  and  one  for  violation  of  the  By-LawTs. 

8)  The  Committee  approved  of  plans  for  an 
Association  sponsored  Dinner-Meeting  with  the 
members  of  the  General  Assembly  from  the 
greater  Providence  area. 

Action : A motion  was  made,  seconded  and  voted 
that  the  report  be  received. 

Election  of  Members 

The  Secretary  reported  that  the  Executive  Com- 
mittee had  approved  the  applications  of  the  fol- 
lowing physicians  for  active  membership: 

Jean  K.  Ashba,  M.D. 

Mohamed  Kakvan,  M.D. 

Daniel  T.  Shreve,  M.D. 

Mohamad  T.  Rajabiun,  M.D. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  applicants  approved  be  elected  to  mem- 
bership. 

Scientific  Lectures 

Dr.  Chaset  introduced  Dr.  Myron  Stein,  M.D., 
Director.  Pulmonary  Division.  Rhode  Island  Hos- 
pital and  Associate  Professor  of  Medical  Sciences 


at  Brown  University,  who  spoke  on  "Lung  Disease 
in  Community  Practice." 

Dr.  Stein  delivered  an  interesting  and  instruc- 
tive lecture  containing  much  information  on  a 
level  which  was  completely  understood  and  there- 
fore greatly  appreciated  by  all  the  members  in  at- 
tendance who  represented  many  specialties  includ- 
ing that  of  general  practice.  Dr.  Stein  did  not  at- 
tempt to  overwhelm  his  audience  with  the  minutiae 
of  his  individual  discipline,  but  presented  just 
enough  of  it  to  explain  vividly  the  plight  of  the 
pulmonary  cripple,  the  suffering  and  hopelessness 
which  he  endures  and  faces,  and  the  enormous 
problems  created  by  this  disability  both  in  terms 
of  bed  occupancy  and  cost.  No  one  present  failed 
to  be  impressed,  and  no  one  was  smoking  cigarettes. 

The  second  lecturer  was  Dr.  Frank  DeLuca, 
Surgeon  in  the  Division  of  Pediatric  Surgery  at 
Rhode  Island  Hospital,  who  spoke  on  “Mini- 
Surgery  in  Mini-Patients.” 

Dr.  DeLuca  concentrated  on  anomalies  of  the 
gastro-intestinal  tract,  with  special  emphasis  on 
esophageal  atresia.  He  did  not  try  to  create  thirty- 
eight  pediatric  surgeons  in  one  evening.  Rather, 
he  developed  the  area  of  diagnosis,  and  while  so 
doing  dramatized  how  accurate  a diagnosis  can  be 
made  on  the  basis  of  history,  physical  examination, 
and  basic  diagnostic  procedures  such  as  the  plain 
film  of  the  abdomen.  To  be  sure,  his  methods  do 
not  exclude  sophistry  when  necessary,  but  Dr.  De- 
Luca prefers  to  travel  as  far  as  he  can  along  the 
diagnostic  road  using  his  own  resources  and  no 
more  than  the  appropriate  quantity  of  technical 
assistance.  In  an  amusing  but  earnest  manner  he 
reminded  us  that  we  often  can  (and  sometimes 
have  to)  treat  our  adults  like  children,  but  we  can 
never  treat  our  children  as  adults. 

Adjournment 

The  meeting  was  adjourned  at  10:10  p.m 

Joseph  E.  Caruolo,  m.d. 

Secretary 

Collation  was  served. 

Attendance  38 

DOCTOR'S  OFFICE 

FOR  RENT,  FURNISHED 

Cranston  Street,  Cranston,  Rhode  Island 
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Winthrop  Laboratories,  New  York,  N.  Y.  10016 


Winfhrop 


Book  Reviews 


ANESTHESIA  FOR  INFANTS  AND  CHIL- 
DREN by  Robert  M.  Smith.  Foreword  by  Rob- 
ert E.  Gross.  Third  Edition.  The  C.  V.  Mosby 
As  one  reviews  the  Third  Edition  of  Dr.  Smith's 
Company,  Saint  Louis,  1968.  $17.50 
book  on  Pediatric  Anesthesia,  the  first  impression 
is  “What's  different?".  However,  as  one  gets  into 
it,  he  finds  many  differences.  Since  the  Second 
Edition  was  published  in  1963.  there  have  been 
many  changes  in  thinking  among  anesthesiologists 
in  relation  to  the  anesthetic  management  of  the 
pediatric  patient.  Because  of  the  great  concern 
about  the  explosive  hazard  of  Ether  and  Cyclo- 
propane, and  the  demonstrated  versatility  of  Halo- 
thane  (which  is  not  flammable),  the  latter  agent 
has  gained  tremendous  popularity.  Together  with 
the  popularity  of  Halothane  has  come  the  recog- 
nition of  the  importance  of  non-rebreathing  tech- 
niques in  pediatric  anesthesia. 

Regarding  the  wide  acceptance  of  Halothane  as 
an  anesthetic,  Dr.  Smith  cautions  that,  although 
rare,  acute  hepatic  necrosis  appears  to  be  associ- 
ated with  repeated  use  of  Halogenated  agents.  This 
he  says  is  probably  due  to  a sensitizing  process. 

Dr.  Smith  stresses  the  importance  of  monitoring 
the  anesthetized  pediatric  patient.  This  monitoring 
need  not  always  be  by  elaborate  electrical  ap- 
paratus. Simple  monitoring,  such  as  with  the  pre- 
cordial  stethoscope,  as  well  as  observation  of  body 
temperature  and  blood  pressure,  are  important. 

As  important  as  the  advances  in  management  of 
patients  for  the  major  surgical  problems,  such  as 
open  heart  surgery,  has  been  the  recognition  and 
management  of  problems  outside  of  the  operating 
rooms.  Management  of  ventilatory  problems,  either 
medical  or  post  surgical,  has  become  an  area  where 
progress  has  been  made.  An  excellent  chapter  on 
Respiratory  Physiology  in  infants  and  children  has 
been  considerably  revised  and  updated,  bringing 
to  the  practicing  anesthesiologist  the  knowledge 
and  better  understanding  and  clinical  application 
of  what  previously  was  largely  the  realm  of  the 
pulmonary  physiologist.  A recognition  of  the  prob- 
lem of  ‘‘shunting”  in  the  anesthetized  patient  is 
brought  out-  Since  the  anesthetized  patient  tends 
to  develop  atelectasis  due  to  the  absence  of  the 
“sigh  mechanism,”  Dr.  Smith  stresses  the  neces- 
sity of  periodically  hvperinflating  the  lungs.  To  aid 
scientifically  in  the  proper  control  of  respiration 
during  anesthesia,  and  in  the  post  surgical  period, 
the  use  of  the  Radford  Nomogram  is  demonstrated. 
This  has  proved  to  be  most  useful  in  determining 
patient  ventilatory  requirements  under  varying 


conditions  of  altitude,  fever,  body  weight,  and 
amount  of  dead  space  present  in  the  patient.  The 
normal  physiologic  dead  space  is  cut  in  half  by 
a tracheostomy.  It  is  interesting  to  review  the 
change  in  thinking  about  Hyperbaric  Oxygen  use. 
In  the  Second  Edition.  Dr.  Smith  stated  “the  con- 
cept of  subjecting  the  hypoxic  patient  to  oxygen 
at  increased  atmospheric  pressures  has  already 
been  carried  into  practice  with  very  convincing  re- 
sults.” The  Third  Edition,  published  in  1968,  states 
that  in  the  respiratory  distress  syndrome,  the 
apneic  patient  is  better  treated  with  endotracheal 
intubation  and  ventilation  than  with  unattended 
therapy  at  increased  pressure.  At  present  the  fu- 
ture application  of  oxygen  under  hyperbaric  con- 
ditions does  not  appear  to  be  indicated  in  the 
neonate  because  exposure  of  the  neonatal  lung  to 
high  pressure  of  oxygen  itself  causes  histologic 
changes  much  like  those  seen  in  respirator}’  disease 
syndrome.  In  defense  of  hyperbaric  oxygen  thera- 
py, Dr.  Smith  states  that  it  is  very  effective  in 
the  treatment  of  anaerobic  infections,  specifically 
gas  gangrene.  It  is  quite  useless  in  the  treatment 
of  tetanus.  It  is  effective  in  gas  gangrene  because 
toxin  formation  is  arrested.  In  the  case  of  tetanus, 
the  exotoxin  is  rapidly  fixed  in  the  nervous  tis- 
sue and  the  increased  partial  pressure  of  oxygen 
does  not  seem  to  have  any  effect. 

Surgery  of  the  infant  and  child  with  congenital 
heart  defects  is  apparently  still  carried  out  under 
hyperbaric  oxygen  conditions.  As  of  publication  of 
the  Third  Edition,  a series  of  about  250  infants 
and  children  had  undergone  surgical  correction  of 
congenital  heart  lesions  under  hyperbaric  condi- 
tions. These  infants  were  exposed  to  three  atmos- 
pheres of  oxygen.  This  usually  increased  the  oxy- 
gen saturation  from  approximately  20  per  cent  to 
50  per  cent.  This  small  elevation  appeared  suffi- 
cient to  increase  significantly  the  child's  tolerance 
to  operation. 

This  book  is  an  excellent  text  and  should  be  in 
the  library  of  anyone  called  upon  to  anesthetize  or 
in  any  way  manage  the  anesthetic  problems  of  sick 
infants  and  children. 

Elihu  Saklad,  m.d. 

WHAT  YOU  CAN  DO  ABOUT  CANCER  by  Jo- 
seph C.  Maroon,  M.D.  Doubleday  & Company, 

Inc.,  New  York,  1969.  $5.95 

A good  popular  book  devoted  to  the  fight  against 
cancer.  The  classic  quotations  are  interesting. 
Some  statements  are  perhaps  too  absolute  to  please 
(Concluded  on  Page  293) 
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NEW! 

LONG  TERM  DISABILITY  INSURANCE 

(to  Age  65) 

COMING! 

For  ALL  RHODE  ISLAND  MEDICAL  SOCIETY 
MEMBERS  under  age  60. 

The  committee  on  Medical  Economics  has 
approved  a new  plan  for  LONG  TERM  dis- 
ability insurance,  to  become  effective  in 
the  fall. 

This  new  plan  will  be  very  attractive  in 
comparison  to  most  individual  policies  and 
compares  very  favorably  with  other  group 
plans. 

If  you  desire  coverage,  NOW,  or  will  be 
interested  in  advance  information,  write 
or  phone: 

R.  A.  Derosier,  Administrator 

54  Custom  House  Street 
Providence,  Rhode  Island  02903 

Telephone:  831*4833  (after  6:00  P.M.— 

Telephone:  245-2755) 


Attractive  & functional  Offices 


Designers  8 Suppliers  of  Offices 

ISO  Domra  Street  fr  entente  3,  H l Ihm  15221 
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AlO*VeC 


Just  one  tablet  at  bedtime  • Prevents  pain- 
ful night  leg  cramps  • Permits  restful  sleep 

How  many  of  your  patients  stamp  their  feet  at  night 
and  lose  sleep  because  of  painful  leg  cramps?  Un- 
less prompted,  they  usually  fail  to  report  this  dis- 
tressing condition  and  suffer  needlessly. 

One  tablet  of  QUINAMM  at  bedtime  usually  con- 
trols distressing  night  cramps  and  permits  restful 
sleep  with  the  initial  dose. 

Prescribing  information  — Composition:  Each  white,  beveled, 
compressed  tablet  contains:  Quinine  sulfate,  260  mg,  Amino- 
phylline,  195  mg.  Indications:  For  the  prevention  and  treat- 
ment of  nocturnal  and  recumbency  leg  muscle  cramps,  in- 
cluding those  associated  with  arthritis,  diabetes,  varicose 
veins,  thrombophlebitis,  arteriosclerosis  and  static  foot  de- 
formities. Contraindications:  QUINAMM  is  contraindicated  in 
pregnancy  because  of  its  quinine  content.  Side  Effects/ 
Precautions:  Aminophylline  may  produce  intestinal  cramps 
in  some  instances,  and  quinine  may  produce  symptoms  of 
cinchonism,  such  as  tinnitus,  dizziness,  and  gastrointestinal 
disturbance.  Discontinue  use  if  ringing  in  the  ears,  deafness, 
skin  rash,  or  visual  disturbances  occur.  Dosage:  One  tablet 
upon  retiring.  Where  necessary,  dosage  may  be  increased  to 
one  tablet  following  the  evening  meal  and  one  tablet  upon 
retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 
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For  elderly  patients 

in  need  of  a mild  tranquilizer 

consider  Tybatrari 

brand  of  tybamate 


(When  you  consult 
the  Prescribing  Informatioi 
you  may  agree 
it  makes  good  sense) 


'RESCRIBING  INFORMATION 


Indications:  Tybatran  (tybamate)  has  afforded  sympto- 
matic improvement  in  a variety  of  psychoneurotic  disor- 
ders, especially  in  the  treatment  of  the  anxiety  and  tension 
omponents  of  psychoneuroses.  Anxiety  states  manifested 
omatically  have  responded  to  Tybatran  (tybamate). 

Tybatran  (tybamate)  has  been  useful  in  the  control  of 
gitation  in  the  aged  and  in  the  alleviation  of  some  of  the 
dverse  emotional  accompaniments  of  senility. 

Tybatran  (tybamate)  has  been  used  with  benefit  in  the 
reatment  of  depressive  symptoms  associated  with  anxiety 
md  other  symptoms  of  psychoneuroses.  However,  it  is  not 
ndicated  for  primary  treatment  of  depressive  states.  It  is 
lot  an  antipsychotic  agent,  although  it  has  been  used  as 
idjunctive  therapy  in  some  psychotic  patients. 

Dosage:  One  350  mg.  capsule,  3 times  daily  and  two  at 
ledtime  is  suggested  as  the  adult  starting  dose.  Adjust  to 
mit  individual  requirements.  Daily  doses  above  3000  mg. 
ire  not  recommended. 

Contraindications:  Known  hypersensitivity  to  tybamate. 
jince  no  studies  have  been  done  with  this  drug  in  human 
iregnancy,  it  should  not  be  used  in  pregnancy  unless  the 
potential  benefit  outweighs  the  risk. 

Warnings:  Administer  cautiously  to  patients  receiving 
ihenothiazines  or  other  CNS  depressants  or  having  his- 
ory  of  convulsive  seizures  (See  Adverse  Reactions).  Con- 
;ider  possibility  of  additive  actions  with  alcohol  or  other 
isychotropic  agents,  particularly  phenothiazines  or  MAO 
nhibitors. 

Precautions:  Avoid  abrupt  withdrawal  after  prolonged 
use,  although  withdrawal  symptoms  have  not  been  reported 
to  date.  Exercise  caution  in  addiction-prone  individuals.  If 
symptoms  of  hypersensitivity  occur,  discontinue  at  once 
and  initiate  appropriate  symptomatic  treatment.  Avoid 
activities  requiring  optimal  mental  alertness  if  drowsiness 
or  vertigo  are  present.  As  with  any  new  drug,  use  cautiously 
in  patients  with  history  of  drug  allergies,  blood  dyscrasias, 
and  hepatic  or  renal  disease;  periodic  measurements  of 
hepatic,  hematopoietic  and  renal  function  should  accom- 
pany prolonged  and/or  high  doses. 

Adverse  Reactions:  Most  frequent  reactions,  rarely  re- 
quiring discontinuation  of  tybamate,  include  drowsiness, 
dizziness,  nausea,  insomnia,  and  euphoria.  There  have  been 
a few  reports  of  skin  rash,  urticaria,  and  pruritus.  Rare  side 
effects  include  hyperactivity,  fidgetiness,  flushing,  and  tach- 
ycardia, suggesting  excessive  stimulation;  also  ataxia,  un- 
steadiness, confusion,  feeling  of  unreality,  “panic  reaction," 
fatigue,  headache,  paresthesias,  vertigo,  gastrointestinal 
disturbances,  glossitis,  and  dry  mouth.  Grand  mal  or  petit 
mal  seizures  have  been  reported  in  a few  hospitalized  psy- 
chotic patients  receiving  tybamate  (up  to  6000  mg.  daily) 
together  with  phenothiazines  and  other  psychotropic 
agents,  but  not  with  tybamate  alone.  Consider  the  possibil- 
ity of  rare,  serious  adverse  reactions  such  as  may  occur 
with  the  related  drug,  meprobamate.  If  excessive  amounts 
are  ingested,  gastric  lavage  and  symptomatic  therapy,  in- 
cluding central  stimulants  as  necessary,  are  recommended. 
Before  prescribing,  consult  package  circular. 

Supply:  Tybatran  (tybamate)  is  available  in  green,  sealed 
capsules  of  three  strengths:  350  mg.,  250  mg.,  and  125  mg. 
Each  strength  is  supplied  in  bottles  of  100  and  500. 

A.  H.  Robins  Company,  Richmond,  Va.  23220 

AHDOBINS 


complete  the 

THYROID  PROFILE 

AT 

HDPKINS  MEDICAL  LABDRATDRY 


a proved,  accurate  thyroid  function  test'-4 
(1-triiodothyronine 
test  for  determining 
the  thyrobinding  index 
of  serum  or  plasma) 

Unaffected  by  high  iodine  diets 
or  any  iodine  the  patient  may  be 
taking  therapeutically  or  diagnostically 
(opaque  dyes). 

Only  2 ml  of  patient’s  serum  or 
plasma  is  required.  The  patient 
does  not  have  to  take  or  use  anything. 

The  I'3'  is  used  in  vitro. 

Stat  orders  impeccably  executed. 

Economical  because  of  time-and- 
labor-saving  equipment  used. 

1.  Scholer,  J.  F.:  J.  Nuclear  Med.  3:41.  1962.  2. 
Foeckler,  F.,  et  a!..  Paper,  Meet.  Soc.  Nuclear  Med.. 

June  1962.  3.  Sodee,  B.:  Paper,  Meet.  Soc.  Nuclear 
Med.,  June  1962.  4.  Nordyke,  A.  M.,  et  al.:  Paper, 
Meet.  Soc.  Nuclear  Med.,  June  1962. 

HOPKINS 

MEDICAL  LABORATORY 

322  BROADWAY 

PROVIDENCE,  RHODE  ISLAND 

Telephone — GAspee  1'7244 
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SUBTLE  SEDATION 


Sedation  without  peaks  and  valleys 

REMOVES  THE  MENTAL  BLUR 
THAT  CLOUDS  VISION 

CONSTRUCTIVE  THER APY— Solfoton  in  any  form 
taken  at  6 hour  intervals  maintains  sedation  at  the 
threshold  of  calmness,  sustaining  a mental  climate 
for  purposeful  living. 

Each  tablet  or  capsule  contains: 

PHENOBARBITAL  (Warning:  may  be  habit  forming)  ...16  mg. 
BENSULFOID®  (See  P.D.R.)  65  mg. 

Precaution:  same  as  16  mg.  phenobarbital 

Literature  and  clinical  supply 
available  to  physicians. 

FEDERAL  LAW  PROHIBITS  DISPENSING  WITHOUT  PRESCRIPTION 

— AVAILABLE 

SOLFOTON  (yellow,  uncoated  tablets  "P”) 

100s,  500s,  5000s 

SOLFOTON  CAPSULES  (yellow  and  brown) 

100s,  500S,  1000s 

SOLFOTON  S/C  (sugar-coated,  beige  tablets) 

100s,  500S,  4000S 


WILLIAM  P.  POYTHRESS  & CO.,  INC. 

RICHMOND.  VIRGINIA  23217 

Manufacturers  of  ethical  pharmaceuticals  since  1856 


RELIEVE 

BACK 
PROBLEMS 


freeman 

SUPPORT  for 
WOMEN 

Model  423 

Get  relief  from  postural  strain  and 
many  back  conditions  with  a high 
degree  of  comfort.  Three  sets  of  ad- 
justment straps  permit  "form-fit”  con- 
trol to  suit  individual  needs.  Elastic 
insets  allow  free  movement  for  the 
wearer.  "Cushioned  for  Comfort,”  this 
fine  Freeman  garment  features  downy 
soft  Dacron-Pima  Cotton.  Easy  to 
wash  and  dry.  Cushioned  stays. 


ORTHOPEDIC  SERVICES 
OF  R.  I. 

340  Broad  St.,  Providence,  R.  I.  02907 
EL  1-0800 


COMPLETE  LINE  OF  ORTHOPEDIC 
APPLIANCES  - SURGICAL  SUPPORTS 
HOME  TRACTION 
WALKERS  - CRUTCHES  - CANES 


Certified  Male  and  Female  Fitters 


♦ ♦ 


House  Calls  Upon  Request 


♦ ♦ 


Ernest  Hill  — Certified  Orthotist 
James  P.  Casperson  — Orthotist 
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Inner  Sites... 


In  Cystitis. ..Azo  Gantanof 
focuses  analgesic-antibacterial 
activity  where  it  counts 


Blood  and  urine: 
therapeutic  antibacterial 
levels  within  2 hours 
for  up  to  12  hours 


Gantanol  (sulfamethoxazole)  pro- 
duces prompt  and  prolonged 
therapeutic  levels,  in  both  blood 
and  urine,  with  convenient  b i d. 
dosage.  Clinical  response  is  usu- 
ally obtained  within  24  to  48 
hours.  The  wide  antibacterial 
spectrum  of  Gantanol  includes 
E.  coli  and  a variety  of  other 
susceptible  gram-negative  and 
gram-positive  pathogens  in  uri- 
nary tract  infections. 


The  mucosa: 

specific  analgesia  « 

usually  within  30  minutes 

Azo  (phenazopyridine  HCI)  ef-  . 
fects  specific  mucosal  analgesia,  I 
relieving  the  dysuria,  discomfort 
and  burning  which  are  virtually 
always  a part  of  acute  urinary 
tract  infections. 


Interstitial  fluids: 
ready  diffusion  of 
antibacterial 


Gantanol  (sulfamethoxazole)  is 
readily  diffused  into  interstitial 
fluids  to  provide  efficient  anti- 
bacterial activity  at  foci  of  infec- 
tion. This  distribution,  plus  con- 
tinuous antibacterial  levels  in 
blood  and  urine,  has  afforded 
effectiveness  in  the  majority  of 
infections  in  which  it  has  been 
used. 


lefore  prescribing,  please  consult  com- 
pete product  information,  a summary  of 
vhich  follows: 

ndications:  Urinary  tract  infections  with 
issociated  pain  or  discomfort  when  due 
o susceptible  organisms;  prophylacti- 
:ally  in  urologic  surgery,  catheterization 
ind  instrumentation. 

Zontraindicated  in  sulfonamide-sensitive 
latients,  pregnant  females  at  term,  pre- 
nature infants,  newborn  infants  during 
he  first  three  months  of  life,  glomerular 


Roche 

LABORATORIES 

Jivision  of  Hoffmann  - La  Roche  Inc. 
lutley.  New  Jersey  07110 


nephritis,  severe  hepatitis,  uremia  and 
pyelonephritis  of  pregnancy  with  gastro- 
intestinal disturbances. 

Warnings:  Use  only  after  critical  appraisal 
in  patients  with  liver  damage,  renal  dam- 
age, urinary  obstruction  or  blood  dys- 
crasias.  If  toxic  or  hypersensitivity 
reactions  or  blood  dyscrasias  occur,  dis- 
continue therapy.  In  intermittent  or  pro- 
longed therapy,  blood  counts  and  liver 
and  kidney  function  tests  should  be  per- 
formed. 

Precautions:  Observe  usual  sulfonamide 
therapy  precautions  including  mainte- 
nance of  an  adequate  fluid  intake.  Use 
with  caution  in  patients  with  histories  of 
allergies  and/or  asthma.  Patients  with 
impaired  renal  function  should  be  fol- 
lowed closely  since  renal  impairment 


may  cause  excessive  drug  accumulation. 
Occasional  failures  may  occur  due  to 
resistant  microorganisms.  Not  effective 
in  virus  and  rickettsial  infections. 

Adverse  Reactions:  Headache,  nausea, 
vomiting,  urticaria,  diarrhea,  hepatitis, 
pancreatitis,  blood  dyscrasias,  neurop- 
athy, drug  fever,  skin  rash,  Stevens- 
johnson  syndrome,  injection  of  the  con- 
junctiva and  sclera,  petechiae,  purpura, 
hematuria  or  crystalluria  may  occur,  in 
which  case  the  dosage  should  be  de- 
creased or  the  drug  withdrawn. 

Azo  Gantanol' 

(Each  tablet  contains  0.5  Gm  sulfamethoxazole 
and  100  mg  phenazopyridine  HCI.) 


H *oi! S’  AZ,NK 


° R I D K 


Severe  coronarv  - V (see  Warning). 

CNS  stimulants,  /nc(udinDq°  n°' 

S^."*****.^  nhibi,ors- 


Precautions: 


Reactions: 


■w  'wu.  foczry^htn 

Under  license  from  Boehrin  °'B 

inV  coniplete  details,  D|  . ^ ln9e,heim  G '".b.H. 
'"formation.  *"*’  P'ease  see  fu„  prescrjbjng 

ArtJsley,  New  Vor^?^'  Corporation 


She  runs 
food  chance 
of  losing 

weight. 


(ercise  and  Preludin  run  together  in  h»i  ■ 


eludi"  often  puts  a curb  on  apoe^  "9  Pa‘ients  to  '°-e  we,gh 
*Endur^^  Byboosting 

reactions,  precautions,  w^min?il»!fj?no.r'nso,nnia 

• Forahriaf^ 
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prolonged-action  tablets 


JUDGE  ANTIBIOTIC/OINTMENTS  HERE 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi. -Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  V2  oz.  with  applicator  tip,  and  Vb  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


‘NEOSPORIN’ 


brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


PHYSICIANS  SERVICE  ELECTS  OFFICERS  - 1969 


At  the  annual  meeting  of  the  board  of  directors 
of  the  Rhode  Island  Medical  Society  Physicians 
Service,  held  on  April  28,  1969,  the  following  were 
elected  officers  and  committee  members  for  the 
current  fiscal  year: 


President  ARNOLD  PORTER,  M.D. 

Vice  President  EARL  J.  MARA,  M.D. 

Secretary  JUDGE  FLORENCE  K.  MURRAY 

Treasurer  GEORGE  W.  CHAPLIN 


Finance  Committee 
GEORGE  W.  CHAPLIN,  Chairman 
PAUL  P.  JOHNSON 
STANLEY  D.  SIMON,  M.D. 


Executive  Committee 
ARNOLD  PORTER,  M.D. 

WALDO  O.  HOEY,  M.D. 

REV.  JOSEPH  L.  LENNON,  O.P. 
GEORGE  W.  CHAPLIN 
EDMUN&  T.  HACKMAN,  M.D. 

Professional  Advisory  Committee 
STANLEY  D.  SIMON,  M.D. 

EDMUND  T.  HACKMAN,  M.D. 
SEEBERT  J.  GOLDOWSKY,  M.D. 
CHELCIE  C.  BOSLAND,  Ph.D. 

JOHN  J.  HALL 

JUDGE  FLORENCE  K.  MURRAY 
* * * 

( Elected  by  R.I.  Medical  Society) 
J.  ROBERT  BOWEN,  M.D. 

JOHN  F.  W.  GILMAN,  M.D. 

JOHN  M.  VESEY,  M.D. 


MEDICAL 


Conference  Committee 

JOHN  J.  HALL,  Chairman 
FREDERICK  A.  PEIRCE,  JR.,  M.D. 
ALBERT  E.  BONTE 

Nominating  Committee 
JOHN  TURNER  II,  M.D.,  Chairman 

Charles  v.  McCaffrey 
RICHARD  P.  SEXTON,  M.D. 
JOSEPH  CARUOLO,  M.D. 

PAUL  P.  JOHNSON 

Claims  Committee 
ROBERT  V.  LEWIS,  M.D. 

LEONARD  S.  STAUDINGER,  M.D. 
SEEBERT  J.  GOLDOWSKY,  M.D. 
EARL  J.  MARA,  M.D. 


Wherever  you  go, 
forget  your  telephone 
calls.  We  ll  take  them 
for  you,  day  or  night. 


BUREAU 


May  1969 


of  the 

Providence  Medical  Association 
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Darvon 

Compound- 65 

Each  Pulvule®  contains  65  mg.  propoxyphene 
hydrochloride,  227  mg.  aspirin,  162  mg.  phenac- 
etin,  and  32.4  mg.  caffeine. 


Additional  information 
available  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206. 
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PROINSULIN,  INSULIN,  OBESITY,  AND 
DIABETES  MELLITUS 


Where  Famine  Seldom  Comes,  A 
Thrifty  Genotype  Has  No  Adaptive 
Advantage 

The  simple  idea  that  diabetes  is  due  to  a defi- 
ciency of  insulin  and  can  be  cured  by  insulin  ad- 
ministration has  been  replaced  by  the  view  that 
diabetes  is  a complex  metabolic  riddle.  Although 
today’s  emphasis  is  upon  the  application  of  knowl- 
edge rather  than  basic  medical  research,  progress 
in  the  field  of  diabetes  is  hampered  by  insufficient 
knowledge  to  prevent  or  cure  this  disorder.  The 
best  kind  of  diabetic  control  that  will  increase  the 
longevity  of  the  diabetic  remains  unknown.  Clear 
diagnostic  procedures  for  perfect  screening  of  the 
prediabetic  patient  are  wanting,  and  no  one  knows 
how  to  prevent  the  onset  of  the  overt  disease.  The 
exact  mechanism  of  action  of  insulin  and  the  pre- 
cise tissues  affected  by  it  remain  in  doubt.  Several 
drugs  are  available  which  help  some  diabetics,  but 
little  is  known  of  their  mode  of  action  or  their 
long-term  toxic  effects. 

The  purpose  of  this  article  is  to  review  some  of 
the  areas  of  diabetes  research  in  which  significant 
progress  has  been  made  during  the  past  few  years 
and  comment  on  certain  theories  related  to  the 
mechanism  of  insulin  action  and  the  role  of  obesity 
in  diabetes  research. 

Insulin  was  the  first  protein  whose  structure  was 
elucidated;  it  is  composed  of  51  amino  acids  pres- 
ent in  two  polypeptide  chains.  One  chain  is  the 
so  called  B chain  and  contains  30  amino  acids, 
while  the  other,  which  is  called  the  A chain,  is 
composed  of  21  amino  acids.  These  chains  are 
covalently  linked  by  two  disulfide  bridges.  Since 
the  secondary  structure  of  proteins  is  now  thought 
to  be  determined  by  the  primary  sequence  of  amino 
acids,  it  was  not  clear  just  how  the  two  chains  were 
formed  with  the  correct  disulfide  linkages.  If  the 
disulfide  bonds  of  insulin  were  split,  then  a prep- 
aration was  obtained  consisting  of  two  separate 
chains  with  no  immunological  or  biological  activity. 
When  the  reduced  chains  of  insulin  were  reoxidized 


JOHN  X.  FAIN,  Ph.D.,  of  Providence,  R.I.,  Asso- 
ciate Professor,  Division  of  Biological  and  Med- 
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in  dilute  alakine  solutions,  less  than  five  per  cent 
of  the  original  activity  was  regained.  This  experi- 
ment and  many  others  indicated  that  the  particu- 
lar combination  of  the  6 cysteine  moieties  to  give 
the  three  disulfide  bridges  in  insulin  was  not  the 
most  favored. 

For  several  years  intricate  theories  were  postu- 
lated which  invoked  such  things  as  an  enzyme 
which  linked  the  two  chains  to  give  the  proper 
arrangement  of  disulfide  bonds  required  for  insu- 
lin activity.  More  recently  Steiner  discovered  that 
insulin,  like  the  proteolytic  enzymes  of  the  pan- 
creas, is  formed  from  an  inactive  precursor  con- 
sisting of  a single  polypeptide  with  about  85  amino 
acids  and  a molecular  weight  of  around  9,000  as 
contrasted  to  6,000  for  insulin.  This  precursor  of 
insulin  was  named  proinsulin  and  was  biologically 
inactive  but  immunologically  active.  The  correct 
arrangement  of  disulfide  bridges  could  be  readily 
explained  if  proinsulin  was  cleaved  by  a proteo- 
lytic enzyme  to  give  insulin  and  a polypeptide 
which  connected  the  A and  B chains.  It  was  also 
shown  that  proinsulin  could  be  fully  reduced  and 
upon  re-oxidation  yield  about  10  times  as  much 
proinsul'n  as  was  obtained  when  insulin  was  treated 
in  the  same  fashion. 

Some  year  ago  a group  of  workers  at  Eli  Lilly 
and  Company  had  isolated  a minor  component  of 
crystalline  porcine  insulin  preparations.  After  the 
initial  reports  on  proinsulin  the  Lilly  investigators 
re-examined  this  material  and  found  that  it  was 
indeed  proinsulin.  Early  this  summer  they  reported 
the  complete  amino  acid  sequence  of  porcine  pro- 
insulin and  another  group  reported  the  structure 
of  bovine  proinsulin.  The  connecting  peptide  linked 
the  alanine  at  the  end  of  the  B chain  to  the  gly- 
cine at  the  beginning  of  the  A chain.  All  of  the 
studies  to  date  have  supported  the  hypothesis  that 
insulin  is  formed  as  an  inactive  precursor  which 
(Continued  on  next  page) 
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is  then  split  to  give  biologically  active  insulin, 
and  is  stored  in  the  secretory  granules  of  the 
pancreatic  beta  cells. 

The  clinical  significance  of  proinsulin  is  not  yet 
clear,  but  it  does  raise  the  disturbing  possibility 
that  the  immunological  assay  for  insulin  is  not  as 
specific  as  was  once  thought.  The  separation  of 
the  sites  responsible  responsible  for  biological  ver- 
sus immunological  activity  was  first  demonstrated 
with  synthetic  ACTH  molecules.  In  the  era  of 
immunoassays  for  protein  hormones  in  blood,  one 
must  always  consider  the  possibility  that  insulin 
molecules  without  immunological  activity  may  have 
biological  activity  and  that  the  reverse  may  occur. 
Proinsulin  actually  possesses  immunological  activ- 
ity but  no  biological  activity;  studies  to  date 
have  not  demonstrated  that  proinsulin  is  ever  se- 
creted by  the  pancreas  in  quantities  large  enough 
to  affect  insulin  assays. 

Proinsulin  has  no  biological  activity  on  fat  or 
other  cells  except  under  conditions  where  trvpsin- 
like  enzymes  are  present.  This  is  based  on  the  find- 
ing that  proinsulin  does  not  stimulate  the  glucose 
metabolism  of  fat  cells  as  rapidly  as  insulin  and 
all  of  the  insulin-like  effects  of  proinsulin  are  abol- 
ished if  an  inhibitor  of  proteolytic  enzymes  is  pres- 
ent in  the  medium.  Treatment  of  proinsulin  with 
trypsin  results  in  liberation  of  insulin-like  activity, 
although  it  is  known  that  trypsin  is  not  responsible 
for  activation  of  insulin  in  the  pancreas. 

The  presence  of  significant  amounts  of  insulin 
complexes  or  derivatives  wdth  biological  activity 
but  no  immunological  activity  has  been  advocated 
by  several  groups  of  workers.  There  is  a consider- 
ably greater  amount  of  insulin  in  plasma  as  meas- 
ured by  stimulation  of  glucose  metabolism  by  fat 
cells  than  one  can  obtain  by  immunological  meas- 
urement of  the  same  plasma.  This  activity  has 
been  called  bound-insulin,  nonsuppressible  insulin, 
and  a variety  of  other  names.  As  yet  no  group  has 
been  able  to  isolate  and  purify  any  of  these  ma- 
terials, and  the  evidence  available  to  date  does  not 
indicate  that  they  are  of  much  significance  in  the 
etiology  of  diabetes  mellitus. 

At  Brown  University  our  group  has  been  con- 
cerned with  elucidating  the  mechanism  by  which 
insulin  affects  the  metabolism  of  isolated  fat  cells 
from  man  and  experimental  animals.  It  has  been 
known  for  some  time  that  insulin  stimulates  the 
transport  of  glucose  into  fat  and  muscle  cells  and 
that  this  process  is  the  rate-limiting  step  for  glu- 
cose metabolism.  It  was  even  thought  that  all  the 
metabolic  effects  of  insulin  were  secondary  to  glu- 
cose transport,  but  this  view  has  been  disproven. 
It  is  now  clear  that  the  stimulation  of  glucose 
removal  by  tissues  from  the  bloodstream  is  either 


secondary  to  a primary  action  of  insulin  which  has 
not  been  elucidated  or  is  independent  of  the  other 
effects  of  insulin.  We  have  examined  one  such  ef- 
fect in  fat  cells  which  is  a direct  inhibition  by  in- 
sulin of  the  breakdown  of  triglycerides  to  free  fatty 
acids  and  glycerol.  This  process  is  catalyzed  by  a 
separate  enzyme  from  lipoprotein  lipase  and  is  the 
key  point  at  which  the  mobilization  of  fat  stores 
is  controlled.  Our  work  and  that  of  others  has  sug- 
gested that  insulin  acts  as  an  anti-lipolytic  agent 
inhibiting  the  activity  of  the  enzyme,  adenyl  cy- 
clase. This  enzyme  catalyzes  the  formation  of 
cyclic  nucleotide  from  ATP  wrhich  has  come  to  be 
considered  a primary  mediator  of  hormone  action 
within  cells.  The  cyclic  nucleotide  in  turn  activates 
lipolvsis  and  glycogenolysis  in  fat  cells.  The  ability 
of  insulin  to  inhibit  lipolysis  is  not  only  independ- 
ent of  any  effects  it  might  have  on  glucose  me- 
tabolism. but  is  affected  by  concentrations  of  in- 
sulin which  do  not  stimulate  glucose  metabolism. 
In  isolated  fat  cells  insulin  wall  inhibit  lipolysis  at 
concentrations  one-tenth  those  required  for  stim- 
ulation of  glucose  transport  and  metabolism.  Since 
diabetic  ketosis  is  thought  to  reflect  abnormally 
high  fatty  acid  mobilization  from  adipose  tissue 
fat  cells,  these  data  suggested  that  low  concen- 
trations of  plasma  insulin  might  be  sufficient  to 
restrain  lipolysis  and  thus  prevent  diabetic  ke- 
tosis but  would  be  insufficient  to  normalize  blood 
glucose.  Clinical  studies  are  in  general  agreement 
with  this  hypothesis. 

Some  investigators  have  been  impressed  with 
the  hypokalemia  seen  after  insulin  administration 
and  have  speculated  that  all  of  the  metabolic  ef- 
fects of  insulin  may  be  secondary  to  changes  in 
membrane  permeability  to  cations.  If  this  hypothe- 
sis is  correct,  then  the  presence  of  K+  in  the  me- 
dium surrounding  cells  should  be  required  for  in- 
sulin action.  However,  studies  both  at  Brown  and 
at  Geneva  indicate  that  extracellular  K+  is  not 
required  for  stimulation  of  glucose  metabolism  of 
fat  cells  by  insulin.  These  studies  suggest  that 
insulin  can  affect  membrane  permeability,  but  the 
mechanism  by  which  this  occurs  is  still  quite  mys- 
terious. 

We  recently  found  that  treatment  of  fat  cells 
with  trypsin  prior  to  incubation  with  hormones 
selectively  and  specifically  prevented  the  response 
of  fat  cells  to  insulin.  The  cells  responded  nor- 
mally to  all  other  hormones,  indicating  that  the 
treatment  was  quite  specific.  Our  interpretation 
of  these  studies  is  that  the  insulin  receptor  on  the 
outside  of  the  cell  membrane  contains  peptide 
linkages  which  are  sensitive  to  trypsin. 

Recent  studies  have  clearly  indicated  that  obese 
individuals  have  a marked  degree  of  glucose  in- 
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tolerance.  The  obese  person  secretes  3 to  5 times 
as  much  insulin  during  a standard  oral  glucose 
tolerance  test,  and  the  clearance  of  glucose  from 
the  blood  is  slower  than  in  individuals  with  normal- 
weights.  The  tissues  of  obese  individuals  are  rela- 
tively insensitive  to  insulin,  and  this  is  particularly 
true  of  adipose  tissue.  Clearly  obesity  is  a condi- 
tion in  which  excessive  demands  are  placed  on  the 
pancreas  to  release  and  synthesize  insulin.  Meas- 
urements of  plasma  immunoreactive  insulin  in 
obese  individuals  have  shown  that  these  individ- 
uals secrete  far  less  insulin  than  non-diabetic  con- 
trols in  response  to  an  oral  glucose  load.  It  is 
known  that  some  individuals  have  sufficient  pan- 
creatic function  to  control  blood  glucose  under  or- 
dinary conditions;  but  when  they  become  obese 
they  cannot  produce  enough  insulin  to  cope  with 
this  tissue  insensitivity  to  insulin  and  become 
overt  diabetics.  Many  of  these  individuals  appear 
as  “fair,  fat  and  forty”  and  some  may  become 
aglycosuric  with  normal  glucose  tolerance  tests 
after  weight  reduction  alone. 

A much  more  controversial  area  is  concerned  with 
the  question  whether  reduced  insulin  secretion  is 
characteristic  of  all  diabetics?  The  studies  of  Yalow 
and  Berson  clearly  indicate  that  in  maturity  onset 
diabetics  with  normal-weights  the  levels  of  plas- 
ma immunoreactive  insulin  were  higher  after  a 
glucose  tolerance  test  than  in  control  individuals. 
Whether  this  material  is  biologically  active  insulin 
is  not  known.  Some  have  suggested  that  it  might  be 
proinsulin  or  the  so-called  “big”  insulin  recently 
discovered  by  Roth  at  the  NIH.  However,  other 
groups  of  investigators  have  reported  that  their 
normal-weight  maturity  onset  diabetics  secreted 
less  insulin  than  the  controls.  Regardless  of  whether 
the  pancreas  of  the  diabetic  can  secrete  more  or 
less  insulin  than  the  non-diabetic,  the  primary 
defect  resulting  in  the  disease  is  a failure  to  pro- 
duce enough  insulin  to  handle  the  dietary  intake 
of  glucose.  Whether  this  defect  is  due  to  some  ab- 
normality in  the  mechanisms  by  which  glucose  reg- 
ulates insulin  release  is  not  known. 

However,  it  appears  that  peripheral  antagonism 
to  insulin  action  is  an  equally  likely  explanation 
and  plays  an  important  role  in  the  production  of 
diabetes  in  these  individuals.  The  relationship  be- 
tween obesity  and  diabetes  is  somewhat  like  that 
between  cigarette  smoking  and  lung  cancer.  Not 
all  obese  individuals  develop  diabetes  anymore 
than  do  all  heavy  smokers  develop  lung  cancer. 
There  appear  to  be  other  factors  involved  which 
are  both  genetic  and  environmental.  The  analogy 
between  these  two  environmental  stresses  is  apt 
since  it  is  no  easier  to  achieve  permanent  weight 
reduction  of  obese  individuals  than  it  has  been  to 
convince  individuals  to  give  up  smoking. 


Clinical  experience  and  the  findings  from  basic 
research  all  clearly  indicate  that  rigid  body  weight 
control  is  the  single  most  important  measure  avail- 
able for  preventing  overt  diabetes  in  those  40  years 
and  over.  This  is  most  important  in  individuals 
with  a family  history  of  diabetes  because  the  ge- 
netic predisposition  for  diabetes  mellitus  is  inher- 
ited as  a recessive  trait.  While  this  is  a reasonably 
accurate  statement  and  suitable  for  genetic  coun- 
seling, the  actual  inheritance  of  diabetes  is  far  too 
complex  to  be  due  to  single  recessive  gene. 

Another  interesting  aspect  of  diabetes  comes 
from  the  calculation  that  the  diabetic  gene  or 
genes  are  present  in  over  one-fourth  of  the  popu- 
lation of  this  country.  The  presence  of  such  a 
large  number  of  individuals  who  are  heterozygotic 
for  diabetes  and  the  high  death  rate  of  individuals 
homozygous  for  the  diabetic  genes  suggest  that 
the  heterozygous  state  had  some  adaptive  advan- 
tage at  one  time  over  unaffected  individuals.  The 
best  known  example  of  this  can  be  found  in  indi- 
viduals heterozygous  for  sicklecell  anemia  who  are 
more  resistant  to  malarial  infection.  No  one  knows 
what  the  adaptive  advantage  of  the  individual 
heterozygous  for  diabetes  was.  but  it  is  clearly  a 
condition  which  no  longer  exists.  Neel  has  postu- 
lated that  the  diabetic  genes  are  thrifty  genes  that 
might  have  aided  primitive  man  in  his  adaptation 
to  a life  of  feast-or-famine.  In  our  modern  society 
where  famine  seldom  comes  and  feasting  is  a way 
of  life  for  many,  a thrifty  genotype  has  no  adap- 
tive advantage.* 


*References  to  studies  related  to  specific  points 
covered  in  this  paper  will  be  supplied  upon  request 
to  interested  individuals.  One  of  the  most  compre- 
hensive reviews  of  current  knowledge  with  regard 
to  diabetes  is  in  the  latest  edition  of  Williams 
“Textbook  of  Endocrinology.” 
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DOES  DIABETES  BEGIN  WITH  INSULIN 
RESISTANCE?* 


Impaired  Insulin  Secretion  Repre- 
sents An  Essential  Component  Of 
Diabetes 


If  insulin  antagonism  is  an  essential  feature  in 
the  pathogenetic  sequence  leading  to  overt  dia- 
betes mellitus,  it  should  be  possible  to  demonstrate 
hyperinsulinism  at  that  stage  in  the  evolution  of 
the  disease  when  carbohydrate  tolerance  is  still 
either  normal  (i.e.,  prediabetes)  or  only  minimally 
impaired  (i.e.,  subclinical  or  chemical  diabetes). 
An  excessive  insulin  response  might  be  expected 
even  in  the  recently  diagnosed  overt  diabetic,  for 
it  is  quite  possible  that  the  patient  is  able  to  se- 
crete greater  than  normal  amounts  of  hormone 
although  not  sufficient  to  overcome  the  insulin 
antagonism  which  is  present. 

In  the  past  three  years  there  have  been  at  least 
10  studies  in  which  plasma  immunoreactive  insulin 
secretory  responses  to  a variety  of  insulinogenic 
stimuli  have  been  examined  in  prediabetic  subjects 
(Table  I).  In  almost  every  instance  insulin  se- 
cretion was  noted  to  be  either  normal  or  slightly 
depressed.  In  the  report  of  Ricketts  et  al.,14  the 
absolute  plasma  insulin  response  to  oral  glucose 
was  slightly  greater  in  prediabetics  than  in  normal 
controls.  However,  the  blood  glucose  levels  in  the 
prediabetics  were  also  significantly  greater  during 
the  glucose  tolerance  test  than  control  values,  al- 
though still  well  within  the  range  of  accepted  nor- 
mality. When  the  insulin  response  of  these  patients 
is  related  to  the  corresponding  blood  glucose  level, 
a deficient  secretory  pattern  identical  to  that  found 
in  maturity-onset  diabetics  is  noted  (Figure  ID). 
The  only  report  suggesting  an  increased  insulin 
response  in  prediabetes  is  that  of  Camerini.3  How- 
ever, this  author's  conclusion  was  based  solely  on 
the  observation  that  the  plasma  insulin  level  60 
minutes  after  an  intravenous  glucose  load  was 
slightly  higher  in  prediabetics  than  in  control  sub- 
jects- The  corresponding  blood  sugar  levels  were 
not  given,  and  the  10  and  20  minute  plasma  insu- 

*Presented  at  a meeting  of  the  Clinical  Diabetes  As- 
sociation of  Rhode  Island,  at  Providence,  R.I., 
April  1,  1969,  at  Miriam  Hospital  auditorium. 


These  studies  were  supported  in  part  by  U.S.  Pub- 
lic Health  Service  grants  AM-1921  and  FR-36 
(Clinical  Research  Center). 


DAVID  M.  KIPNIS,  M.D.,  of  St.  Louis  , Missouri. 
Professor  of  Medicine,  Division  of  Endocrinol- 
ogy and  Metabolism,  Washington  University 
School  of  Medicine,  St.  Louis,  Missouri. 


lin  levels  did  not  differ  significantly  in  the  two 
groups.  Furthermore,  the  plasma  "free"  insulin 
levels  (i.e.,  presumably  the  bioassay  equivalent  of 
immunoreactive  insulin)  following  oral  glucose  in 
six  prediabetic  subjects  studied  by  this  author  were 
less  than  50  per  cent  of  nondiabetic  controls. 

Individuals  are  occasionally  seen  in  the  predia- 
betic population  who  demonstrate  excessive  insulin 
secretion,  but  this  response  appears  to  be  the  ex- 
ception rather  than  the  rule.  In  a group  of  24  pre- 
diabetics studied  by  Grodsky  et  al.,8  only  four 
exhibited  hyperinsulinism,  and  even  in  these  sub- 
jects the  peak  plasma  insulin  values  were  only 
minimally  elevated  (i.e.,  120-150  pU/ml.).  Pyke 
and  Taylor13  also  found  only  one  individual  in 
their  group  of  prediabetics  who  persistently  ex- 
hibited an  excessive  insulin  secretory  response. 

A rather  unexpected  finding  in  these  studies  is 
that  insulin  sensitivity  may  be  increased  rather 
than  decreased  in  prediabetics.  For  example,  each 
of  the  five  adult  nondiabetic  monozygotic  twins  of 
diabetics  studied  by  Cerasi  and  Luft4  maintained 
normal  glucose  tolerance  despite  a decreased  and 
delayed  insulin  response  to  a glucose  infusion.  A 
similar  conclusion  is  supported  by  the  data  of 
Boden  et  al.2  which,  when  recalculated  to  express 
the  biologic  effectiveness  in  terms  of  the  blood 
glucose  disappearance  rate  and  the  corresponding 
insulin  secretory  response  during  an  intravenous 
glucose  tolerance  test,  indicates  a considerable  in- 
crease in  hormone  responsiveness  in  the  prediabetic 
individual  (Table  II). 

Similar  studies  have  also  been  carried  out  in 
"subclinical"  diabetics  (Table  III)  — that  stage 
in  the  evolution  of  the  disease  in  which  the  fasting 
blood  sugar  and  conventional  glucose  tolerance 
tests  are  normal,  but  impaired  carbohydrate  tol- 
erance can  be  provoked  by  a variety  of  diabetoge- 
nic stresses,  such  as  pregnancy  (i.e.,  gestational 
diabetes)  or  glucocorticoids  (e.g.,  positive  corti- 
sone — glucose  tolerance  test).  The  results  rather 
uniformly  indicate  a significant  impairment  in  the 
insulin  secretory  capacity  of  this  group  of  patients. 

The  insulin  secretory  response  of  the  typical 
mild  maturity-onset  diabetic  to  an  oral  glucose 
load  is  generally  characterized  by:  1)  a delay  in 
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TABLE  I 

Summary  of  Reported  Studies  of  the  Plasma  Immu- 
noreac'ive  Insulin  Secretory  Responses  of  Pre-dia- 
betic Individuals. 


Investigator 

Type  ofPatient  Studied 

Insulinogenic  Stimulus 

Character  of  Insulin  Response 

Cerasi  & Luft4 

Non-diabetic  monozygotic 
twin  of  diabetic. 

I.V.  glucose 

Decreased 

and 

delayed 

Rickets  et  al.14 

Primarily  offspring  of 
two  diabetic  parents 

Oral  glucose 
I.V.  tolbutamide 

Delay 

Normal 

Grodsky  et  al.8 

Offspring  of  two  diabetic 
parents,  one  diabetic 
parent  c and  s diabetic 
sib  or  diabetics  in 
remission. 

Oral  glucose 

Normal 

Soeldner  et  al.18 

Male  offspring  of  two 
diabetic  parents. 

I.V.  glucose 

Decreased 

and 

delayed 

iBoden  et  al.2 

Male  offspring  of  two 
diabetic  parents. 

I.V.  tolbutamide 
I.V.  glucose 

Normal 

Decreased 

and 

delayed 

Siperstein  et  al.17 

Offspring  of  two 
diabetic  parents. 

Oral  glucose 

Normal 

Colwell  & Lein5 

Oral  glucose 

Decreased 

and 

delayed 

Camerini3 

Offspring  of  two 
diabetic  parents  or 
non-diabetic  monozygotic 
twin  of  diabetic. 

I.V.  glucose 

Normal-  ’increase 

Pyke  & Taylor13 

Non-diabetic  monozygotic 
twin  of  diabetic. 

Oral  glucose 

Decreased 

and 

delayed 

Fajans  et  al.6 

Offspring  of  two 
diabetic  parents. 

Oral  glucose 

I.V.  amino  acid  mixture 

Normal 

Normal 

the  initial  rise  in  plasma  insulin,  2)  peak  plasma 
insulin  levels  which  are  frequently  higher  than 
normal,  and  3)  a total  insulin  secretory  response, 
as  estimated  from  the  plasma  insulin  response 
curve,  which  may  be  significantly  greater  than 
normal.  The  demonstration  that  obesity  is  associ- 
ated with  marked  hyperinsulinism  raised  the  pos- 
sibility that  the  excessive  insulin  secretory  re- 
sponses seen  in  maturity-onset  diabetics  are  a re- 
flection of  the  increased  incidence  of  obesity  in 
this  population  rather  than  a consequence  of  the 
diabetes.  There  is  now  general  agreement  that  the 
combination  of  obesity  and  mild  diabetes  is  asso- 
ciated with  higher  plasma  insulin  levels  following 
oral  glucose  than  in  diabetes  alone,  but  hyperin- 
sulinism is  also  observed  in  a significant  number 
of  normal  weight  mild  diabetics.  The  hyperinsulin- 
ism noted  in  these  individuals  has  generally  been 
attributed  to  the  presence  of  insulin  antagonism 
which  has  resulted  in  either  a compensating  ‘‘hy- 
persecretory” response  on  the  part  of  the  beta 
cell  or  the  persistence  of  hyperglycemia  and  the 
continuing  stimulation  of  insulin  secretion. 

These  alternative  explanations,  both  of  which  as- 
sume the  existence  of  depressed  peripheral  sensi- 
tivity to  the  hormone,  merit  further  consideration. 

(Continued  on  next  page) 


TABLE  II 

Relative  Effectiveness  of  Endogenous  Insulin  in 
Normal  Individuals,  Pre-diabetes  and  Adult-onset 
Diabetes  Mellitus 


K 

Glucose  Disappearance  Insulin  — x 100 
Group  K Secretion  I 

Percent  x Min*1  ju  U-min  ml-1 

Calculated  from  data  of  Seltzer  et  al.16 


Non-diabetic 


Normal  wt 

2.96 

479 

0.62 

Obese 

2.40 

1008 

0.22 

Mild  diabetes* 

Normal  wt 

1.15 

220 

0.52 

Obese 

1.21 

525 

0.23 

Moderate  diabetes** 
Normal  wt  0.85 

117 

0.72 

Obese 

0.81 

220 

0.36 

Calculated  from 

data  of 

Boden  et  al.2 

Non-diabetic 

2.31 

430 

0.54 

Pre-diabetes 

2.10 

254 

0.83 

♦Normal  fasting 
♦♦Fasting  blood 

blood 

sugar 

sugar 
> 120 

m g% 
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TABLE  III 


Studies  of  the  Plasma  Immunoreactive  Insulin 
Secretory  Response  in  Subclinical  Diabetes  Mellitus 


Investigator 

Type  of  Patient  Studied 

Insulinogenic  Stimulus 

Character  of  Insulin  Response 

Kalkhoff  et  al.10 

GTT-normal 

C-GTT-positive 

GTT* 

C-GTT** 

Normal 
Delayed  and 

decreased 

Kalkhoff  et  al.9 

Gestational  diabetes 

GTT  (postpartum) 
I.V.  tolbutamide 

Normal 

Normal 

Beck  and  Wells1 

Gestational  diabetes 

GTT 

C-GTT 

Normal 

Decreased 

Fajans  et  al.6 

GTT-normal 

C-GTT-positive 

GTT 

C-GTT 

I.V.  amino  acid 
mixture 

Delayed  and 

decreased 

Floyd  et  al.7 

GTT-normal 

C-GTT-positive 

I.V.  amino  acid 
mixture 
I.V.  arginine 

Decreased 

Decreased 

*GTT — oral  glucose  tolerance  test 
**C-GTT — Cortisone  (prednisone) — oral  glucose  tol- 
erance test 


The  term  hypersecretion  denotes  a greater  than 
normal  response  to  a given  stimulus;  the  critical 
element  in  this  definition  is  that  the  insulinogenic 
stimulus  must  be  qualitatively  and  quantitatively 
identical  in  the  groups  of  individuals  being  com- 
pared. It  is  now  recognized  that  insulin  secretion 
following  oral  glucose  ingestion  is  provoked  by 
both  an  enteric  receptor  mechanism  and  a glycemic 
stimulus  provided  by  the  increased  blood  sugar 
level.  Since  the  blood  sugar  levels  following  oral 
glucose  are  by  far  greater  in  diabetics  than  in 
normal  individuals,  it  is  obvious  that  the  insulino- 
genic stimulus  provided  by  a standard  oral  glucose 
load  is  not  equivalent  in  the  two  groups.  In  a re- 
cent study,12  the  magnitude  of  the  glycemic  stim- 
ulus resulting  from  a 100  g.  oral  glucose  load  in 
normal  weight  and  obese  nondiabetic  and  mildly 
diabetic  subjects  was  quantitated  by  determining 
the  intravenous  glucose  load  which  reproduced  the 
subject's  oral  glucose  tolerance  curve.  About  31 
per  cent  of  a 100  g.  oral  glucose  load  enters  the 
peripheral  circulation  in  nondiabetic  individuals 
and  increases  in  normal  weight  obese  diabetic  sub- 
jects to  50  and  75  per  cent,  respectively.  It  is  im- 
portant, therefore,  to  recognize  that  the  oral  glu- 
cose insulinogenic  stimulus  is  multifactorial  and 
cannot  be  expressed  simply  in  terms  of  the  quanti- 
ty of  glucose  ingested.  The  excessive  secretion  of 
insulin  seen  in  both  nondiabetic  and  diabetic  obese 
subjects,  however,  represents  a true  hypersecretory 
response. 

The  insulin  secretory  responses  of  normal  and 
diabetic  individuals  have  also  been  determined 
under  conditions  where  the  glycemic  stimulus  was 
equivalent  in  both  groups,11,12  These  measurements 


were  accomplished  by  producing  with  a glucose 
infusion  "normal"  and  "diabetic”  blood  glucose 
profiles  representing  the  mean  responses  of  normal 
and  mildly  diabetic  subjects  to  an  oral  100  g.  glu- 
cose load.  In  response  to  a ‘"normal”  blood  glu- 
cose profile,  insulin  secretion  in  normal  weight 
diabetics  was  less  than  30  per  cent  of  normal  sub- 
jects and  in  obese  diabetics  less  than  40  per  cent 
of  their  appropriate  weight  controls.  Similar  meas- 
urements made  in  response  to  a ‘ diabetic”  blood 
glucose  profile  further  accentuated  the  beta  cell 
deficiency  of  the  normal  weight  and  obese  diabetic 
subject.  The  experimental  design  used  in  these 
studies  also  permitted  estimates  of  the  relative 
biologic  effectiveness  of  endogenous  insulin  in  dis- 
posing of  an  intravenous  glucose  load.  As  seen  in 
Table  IV,  the  diabetic  state  does  not  appear  to  be 
associated  with  any  significant  degree  of  insulin 
antagonism:  actually  the  data  suggest  that  the 
insulin  sensitivity  of  the  diabetic  individual  is 
greater  than  in  the  nondiabetic  subject.  On  the 
other  hand  obesity  in  both  the  normal  and  diabetic 
individual  is  associated  with  a 40-70  per  cent  de- 
crease in  the  biologic  effectiveness  of  the  hormone. 
A similar  conclusion  is  supported  by  the  recent 
studies  of  Seltzer  et  al.16  (Table  II). 

If  insulin  antagonism  is  not  an  essential  feature 
of  diabetes,  how  does  one  explain  the  marked  hy- 
perglycemia in  the  face  of  normal  to  elevated  plas- 
ma insulin  levels  seen  in  mild  diabetics  following 
oral  glucose?  It  has  been  shown  that  a consider- 
ably greater  fraction  of  the  oral  glucose  load  es- 
capes hepatic  uptake  (an  insulin  dependent  pro- 
cess) in  the  diabetic  individual  and  enters  the  pe- 
ripheral circulation.  It  seems  reasonable  to  attrib- 
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ute  this  “leak”  to  the  delayed  release  of  insulin 
into  the  portal  circulation  of  the  diabetic.  Recent 
studies  have  also  demonstrated  that  a glycemic 
stimulus  for  insulin  secretion  is  markedly  poten- 
tiated by  the  concomittant  activation  of  the  en- 
teric receptor  system.  Hence,  any  given  level  of 
hyperglycemia  following  oral  glucose  will  be  a 
much  more  potent  insulinogenic  stimulus  than  the 
same  blood  sugar  level  produced  by  the  intrave- 
nous infusion  of  glucose.  As  indicated  in  Table  II, 
the  persistence  of  hyperglycemia  is  not  due  to  in- 
sulin antagonism;  rather  it  would  appear  to  be 
the  result  of  an  inadequate  insulin  secretory  re- 
sponse. As  shown  in  Figures  1A-1C,  when  the 
plasma  insulin  response  is  related  to  the  corespond- 
ing blood  glucose  level,  the  same  deficiency  pat- 
tern is  observed  in  the  studies  of  Yalow  et  al., 19 
Seltzer  et  ah, 16  and  from  our  laboratory.11 

If  the  foregoing  explanation  is  valid,  one 
would  predict  that  a standard  intravenous  glucose 
load  is  less  likely  to  produce  excessive  insulin 
responses  even  in  mild  diabetics  who  exhibit  hy- 
perinsulinism  following  oral  glucose;  indeed,  hy- 
poinsulinemia  might  actually  be  observed.  This 


conclusion  is  borne  out  by  the  recent  study  of 
Seltzer  et  al.1G  in  which  both  oral  and  intravenous 
glucose  tolerance  tests  were  performed  on  mildly 
diabetic  individuals.  Hyperinsulinism  was  the  char- 
acteristic pattern  seen  following  oral  glucose;  yet 
severe  hypoinsulinism  was  noted  in  the  same  indi- 
viduals following  intravenous  glucose. 

The  insulin  secretory  responses  of  mild  and  mod- 
erate maturity-onset  diabetics  and  of  juvenile  di- 
abetics to  a variety  of  insulinogenic  stimuli  are 
summarized  in  Table  V.  The  following  conclusions 
appear  valid:  1)  the  juvenile  diabetic  exhibits  se- 
vere to  absolute  insulin  deficiency,  2)  in  the  ma- 
turity-onset diabetic,  the  degree  of  insulin  defi- 
ciency is  directly  mirrored  in  the  degree  of  fasting 
hyperglycemia,  and  3)  impaired  insulin  secretion 
in  response  to  physiologic  stimuli  (i.e.,  glucose, 
protein,  amino  acids)  can  be  demonstrated  in  both 
mild  and  moderate  maturity-onset  diabetics. 

Some  comment  is  in  order  concerning  the  rele- 
vance of  the  recent  demonstration  by  Roth  et  al.15 
of  two  immunochemically  distinct  forms  of  plasma 
insulin.  It  is  assumed  that  the  immunoassay  pro- 
(Continued  on  next  page) 


INSULIN  SECRETING  PATTERNS  IN  NORMAL,  PRE-DIABETES  AND  MATURITY-ONSET  DIABETES  MELLITIS 


Fig.  1.  Ratio  between  simultaneous  plasma  insulin 
and  blood  glucose  changes  following  oral  glucose  in 
maturity-onset  diabetes  mellitus.  A (Ref.  No.  19), 
B (Ref.  No.  16),  C (Ref.  No.  11)  and  prediabetes  D 
(Ref.  No.  14). 


DOES  DIABETES  BEGIN  WITH  INSULIN  RESISTANCE? 
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TABLE  IV 


Glucose  Loads  and  Insulin  Responses  of  Normal  Weight  and  Diabetic  Subjects 
Infused  with  Glucose  to  Produce  Normal  and  Diabetic  Blood  Glucose  Profiles 


Normal  Glucose  Profile  Diabetic  Glucose  Profile 

Glucose  Insulin  Glucose  Insulin 

Subjects  Load  Response  G/I  Ratio*  Load  Response  G/I  Ratio* 

Gm  /i-units-min-ml-1  Gm  ju -units-min-ml~! 


Normal  18** 

31.9 

1.1 

2.088 

146 

1.53 

116.1 

12.8 

7.416 

990 

1.57 

Normal  wt 
diabetic12 

20.9 

2.4 

565 

108 

3.57 

46.9 

6.4 

2,124 

242 

2.21 

Obese12 

35.9 

3.3 

7.524 

1,472 

0.48 

125.6 

11.4 

28,480 

1.710 

0.44 

Obese 

diabetic12 

27.9 

4.1 

2,988 

249 

0.93 

64.3 

8.0 

7,112 

563 

0.90 

^Glucose  load  x 100 
Insulin  response 

♦^Number  of  subjects 


cedure  detects  all  of  the  biologically  active  material 
released  from  the  beta  cell.  The  fact  that  insulin 
antiserum  injected  into  laboratory  animals  produces 
all  of  the  stigmata  of  absolute  insulin  deficiency 
with  eventual  ketoacidosis  and  death  supports 
this  contention.  In  view  of  this  it  is  unlikely 
that  the  existence  of  two  immunoreactive  forms  of 
hormone  will  substantially  alter  current  conclu- 
sions concerning  those  situations  characterized  by 
impaired  plasma  immunoreactive  insulin  responses. 
On  the  other  hand  it  may  be  of  considerable  im- 
portance in  accounting  for  the  excessive  response 
patterns  seen  in  obesity,  in  some  maturity-onset 
diabetics,  or  after  exposure  to  diabetogenic  stresses 
such  as  glucocorticoids  and  growth  hormone. 

Even  though  impaired  insulin  secretion  may 
represent  an  essential  component  of  diabetes,  it  is 
obvious  that  other  inherited  and  environmental 
factors  must  also  be  included  in  any  concept  of 
the  pathogenesis  of  the  disease.  In  this  context 
the  development  of  clinically  manifest  diabetes  in 
a constitutionally  predisposed  individual  would  be 
delayed  by  any  factor  which  increases  the  sensitiv- 
ity of  the  individual  to  endogenous  hormone  and 
would  be  accelerated  by  those  factors  which  an- 
tagonize the  biologic  activity  of  insulin.  The  mech- 
anism^) responsible  for  the  increased  effectiveness 
of  insulin  in  the  nondiabetic  monozygotic  twin  of 
a diabetic,  in  subclinical  diabetes,  and  in  the  mild 
diabetic  remain  to  be  identified.  On  the  other  hand 
the  diabetogenic  effects  of  obesity,  pregnancy,  in- 
fection, and  hormones  such  as  growth  hormone  and 
the  glucocorticoids  are  all  well  recognized.  Their 
role  in  the  development  of  overt  diabetes  is  more 
readily  understood  when  considered  in  the  light  of 
an  associated  defect  in  insulin  secretion. 
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TABLE  V 


Type  of  Patient 

Insulogenic  Stimulus 

Character  of  Insulin  Responses 

Chemical  Diabetes  Mellitus 

(Normal  FBS(  abnormal  GTT) 

Normal  weight 

Oral  glucose 

( Delayed  response 
) Peak  insulin  • normal 

I.V.  glucose 
I.V.  amino  acids 
Protein  meal 

Generally  delayed  and  depressed 

I.V.  tolbutamide 

Normal  or  depressed 

Obese 

Oral  glucose 

f Delayed  response 
J Peak  insulin  normal 

I.V.  glucose 
I.V.  amino  acids 
Protein  meal 

Normal  but 

■<  than  obese  non-diabetics 

I.V.  tolbutamide 

Normal  ◄ obese  non-diabetic 

Moderate  Diabetes  Mellitus 
(fPBS,  abnormal  GTT) 

Normal  weight  and  obese 

Oral  glucose 
I.V.  glucose 

Obese  Normal  weight  but 

delay  and  total  response  M normal 

Juvenile  Diabetes 

Oral  glucose 

I.V.  glucose 

Arginine 

I.V.  tolbutamide 

Glucagon 

Severely  deficient 
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ONE  SENTENCE  ESSAY 

We  can  see  farther  because  we  stand  on  the 
shoulders  of  giants. 

...  Sir  Isaac  Newton 
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WORKMEN’S  COMPENSATION  MEDICINE* 


Proposed  I\eiv  System  Of  Disabil- 
ity Evaluation  Promises  Reliability 
and  Simplicity 


DISABILITY  EVALUATION 

One  of  the  primary  purposes  of  the  Workmen's 
Compensation  Law  is  to  provide  for  payment  of 
disability  compensation  to  workers  who  sustain  in- 
juries on  the  job  or  in  whom  an  occupational  ill- 
ness develops,  and  to  provide  additional  specific 
compensation  for  loss  of  bodily  member  or  func- 
tion. The  amount  of  compensation,  although  gen- 
erally set  by  law,  will  be  for  the  most  part  based 
on  the  report  of  the  treating  physician.  In  many 
instances  the  physician  will  be  called  before  the 
Commission  because  of  differences  in  opinion  in 
regard  to  the  degree  or  amount  of  disability.  A 
more  thorough  understanding  of  the  concept  of  dis- 
ability, both  from  the  medical  and  legal  aspects, 
should  help  to  diminish  these  problems. 

Permanent  total  disability  is  usually  defined  by 
reference  to  an  occupational  test;  that  is,  the  ab- 
sence of  employability  in  the  normal  labor  market 
during  the  period  of  his  ordinary  work-life  expec- 
tancy. There  are  in  addition  prescribed  schedules 
of  specific  physiological  injuries  which  are  “pre- 
sumed” to  cause  total  disability,  such  as  for  ex- 
ample loss  of  eyesight. 

Permanent  partial  disability  can  be  defined  in 
two  categories.  Schedule  cases  refer  to  the  fact 
that  the  law  includes  a schedule  that  specifies  com- 
pensation for  listed  functional  impairments.  The 
compensation  for  the  schedule  cases  is  usually 
specified  in  terms  of  weekly  benefits,  their  number 
varying  according  to  the  type  of  impairment.  The 
determination  of  functional  impairment  is  a pure- 
ly medical  determination;  and  the  physician  by 
using  some  accepted  standard  of  evaluation  should 
be  able  to  provide  the  Commission  with  the  facts 
they  need  to  adjudicate  the  particular  case.  Un- 
fortunately, many  physicians  do  not  fully  appre- 
ciate the  meaning  of  impairment  and  the  distinc- 
tion between  the  terms  impairment  and  disability, 
which  leads  to  confusion  at  the  time  of  determina- 
tion of  benefits. 

Physical  impairment  is  any  anatomical  or  func- 
tional abnormality  or  loss  after  maximum  medical 
rehabilitation  has  been  achieved  and  which  abnor- 

This  is  the  third  in  a series  of  papers  describing 

the  nature  and  operation  of  the  Workmen’s  Com- 
pensation Law. 


HENRY  M.  LITCELMAN,  M.D.,  of  Providence, 
R.  I.  Assistant  Surgeon,  Department  of  Ortho- 
pedics, Miriam  Hospital,  Providence,  R.I. 


mality  or  loss  the  physician  considers  stable  or 
non-progressive  at  the  time  the  evaluation  is  made. 
This  medical  condition  is  a contributing  factor  to, 
but  not  necessarily  an  indication  of,  the  extent  of 
the  person’s  disability.  Disability  represents  the 
actual  or  presumed  loss  of  ability  to  engage  in 
gainful  employment  as  a result  of  this  impairment. 
Disability  is  not  a medical  condition  and  it  is  the 
function  of  the  appropriate  legal  authority  to  de- 
termine its  degree.  The  physician  may  be  asked  to 
give  an  opinion  as  to  disability,  knowing  what  im- 
pairment exists;  and  he  can  do  so,  provided  he  is 
intimately  acquainted  with  the  details  of  the  em- 
ployee's occupation. 

The  proper  method  for  the  rating  of  permanent 
partial  disabilities  that  do  not  fall  within  the  cat- 
egories listed  in  the  schedule  presents  a more  per- 
plexing problem.  These  so-called  non-schedule 
cases  will  usually  involve  anatomical  or  functional 
parts  of  the  body  which  are  difficult  to  define  in 
terms  of  percentage  of  functional  impairment  and 
also,  though  less  difficult,  to  define  in  terms  of 
occupational  ability.  In  these  cases,  the  guide  for 
the  determination  of  the  degree  of  disability  is 
the  reduction  of  wage  earning  capacity  (or  wage 
loss).  These  categories  do  not  lend  themselves  to 
medical  rating,  as  the  subjective  complaints  do 
not  show  up  on  an  x-ray  examination  nor  can  they 
be  measured.  Since  the  financial  award  can  be  siz- 
able. and  there  is  often  a conflict  in  medical  testi- 
mony, the  situation  tends  to  slow  the  rehabilitation 
process.  Many  factors  are  involved.  If  the  tempo- 
rary benefits  are  low,  there  is  a desire  to  obtain  a 
permanent  disability  rating.  If  the  worker  cannot 
find  a suitable  job,  he  will  cling  tenaciously  to  his 
disability  benefits.  When  there  is  real  permanent 
disability,  but  a dispute  over  the  size  of  the  claim, 
the  injured  worker  may  actually  avoid  a job  in 
order  not  to  lose  his  award.  On  the  side  of  the  in- 
surance carriers  and  employers,  other  factors  op- 
erate against  the  rehabilitation  process.  Carriers 
resist  claims,  or  at  least  minimize  their  size,  when 
the  disability  is  difficult  to  measure.  Employers, 
disturbed  by  a controversial  case,  often  discharge 
the  involved  employee  with  a resultant  negative 
effect  on  incentive  to  recover.  In  some  instances, 
when  the  employer  is  anxious  to  return  the  injured 
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employee  to  an  “easy”  job,  no  positions  are  avail- 
able because  of  trade  union  seniority  practices. 

In  these  cases  the  frustrating  circumstances  ex- 
ist that  a system  that  was  founded  to  avoid  liti- 
gation is  deeply  embroiled  in  it,  with  all  parties 
acting  in  a way  to  discourage  rehabilitation.  Most 
frustrated  of  all  is  the  physician  who,  not  knowing 
all  these  factors,  cannot  understand  why  his  treat- 
ment program  is  not  as  successful  as  his  expecta- 
tions. The  role  of  the  physician  should  be  to  avoid 
taking  sides  in  these  issues  and  to  evaluate  the 
patient’s  work  ability  as  objectively  as  possible 
when  rendering  his  report. 

It  may  become  obvious  to  the  treating  physician 
that  the  litigation  process  has  created  a situation 
in  which  the  patient  is  clinging  dependently  to  his 
disability  until  the  claim  is  adjudicated.  The  con- 
scious or  unconscious  aim  of  the  patient  is  to  es- 
tablish disability  rather  than  achieve  recovery.  It 
may  be  his  wish,  sometimes  with  the  advice  of  his 
attorney,  to  seek  a lump-sum  settlement.  This 
means  that  the  worker  can  settle  his  claim  against 
the  employer  and  receive,  in  lieu  of  the  weekly 
compensation  benefits,  a lump-sum  payment  in  full 
satisfaction  of  the  present  and  future  claims  which 
he  has  against  the  employer.  The  physician  is 
tempted  to  react  negatively  to  this  approach  to  the 
solution  to  a medical  problem;  however,  it  is  pos- 
sible that  this  “compromise  and  release”  solution 
may  not  have  an  adverse  effect.  If  the  physician 
feels  that  the  basis  of  the  persistent  disability  is 
neurotic  in  origin,  a settlement  may  actually  facil- 
itate rehabilitation.  It  is  unwise  for  a physician  to 
advise  his  patient  to  sue  for  settlement,  but  if  he 
feels  this  is  the  only  solution  to  a particular  prob- 
lem, he  may  suggest  this  in  his  reports  as  a thera- 
peutic recommendation. 

As  we  have  seen,  although  the  administrative 
agency  has  the  ultimate  responsibility  by  law,  the 
physician  is  indirectly  responsible  for  the  payment 
of  a substantial  portion  of  his  patient’s  income  dur- 
ing disability.  These  compensation  payments  are 
based  upon  the  physician’s  reports  and  in  disputed 
cases  upon  his  testimony. 

There  is  need  for  improvement  in  the  determina- 
tion by  scientific  methods  and,  upon  the  basis  of 
objective  measurable  factors,  of  the  permanent 
anatomic  or  functional  impairment  of  a specific 
part  of  the  body  as  compared  to  normal.  The  phy- 
sician should  determine  the  percentage  of  perma- 
nent impairment  without  regard  to  age,  sex,  occu- 
pation, or  wage  loss,  real,  presumed,  or  potential. 
The  application  of  these  other  factors  to  the  per- 
manent impairment  established  by  the  physician 
is  the  responsibility  of  the  Commission  in  deter- 
mining the  indemnity  award.  This  task  is  made 
more  difficult  for  the  Commission  when  there  is 


a large  discrepancy  between  the  percentage  values 
rendered  by  different  physicians.  Since  this  hap- 
pens most  frequently  with  permanent  functional 
impairment  of  the  upper  extremity,  a guide  will 
be  presented. 

MEASUREMENT  OF  FUNCTIONAL  IMPAIRMENT 
OF  THE  UPPER  EXTREMITY 

The  most  important  structure  of  the  upper  ex- 
tremity is  the  hand.  The  purpose  of  the  other  struc- 
tures is  to  put  the  hand  in  a position  so  that  it 
can  function.  This  is  shown  by  the  table  of  per- 
centage impairment  related  to  levels  of  amputation 
of  the  extremity  in  which  loss  of  the  hand  accounts 
for  ninety  per  cent  impairment  of  the  whole  arm. 

For  the  shoulder,  elbow,  and  wrist,  tables  com- 
piled by  the  American  Academy  of  Orthopedic  Sur- 
geons1 with  amputation  percentages  added  from 
the  AMA  guide2  are  accepted  as  standard.  (Figs. 
1,  2,  and  3). 


SO 

Grade  upward 


10 


Per  cent  Permanent 
Physical  Impairment 
and  Loss  of 
Physical  Function 

Figure  1.  Shoulder  to  Whole  Arm 

A.  Total  ankylosis  in  optimum  posi- 
tion, abduction  60  degs.,  flexion  10 
degs.,  rotation,  neutral  position. 

B.  Total  ankylosis  in  mal-position 

C.  Limitation  of  motion 

(a)  Mild.  No  abduction  beyond 
90  degs.,  rotation  only  40 
degs.,  with  full  flexion  and 
extension 

(b)  Moderate.  No  abduction  be- 
yond 60  degs.,  rotation  only 
20  degs.,  with  flexion  and  ex- 
tension limited  to  30  degs. 

(c)  Severe.  No  abduction  beyond 
25  degs.,  rotation  only  10  degs., 
flexion  and  extension  limited 
to  20  degs. 

D.  Recurrent  dislocation  as  fre- 
quently as  every  4 to  6 months 

E.  Resection  distal  end  of  clavicle 
!(rate  motion  independently) 

F.  Amputation  of  arm  above  deltoid 
insertion 

G.  Amputation  of  arm  between  del- 
toid insertion  and  elbow  joint 


20 


50 


35 


5 


100 


95 


Functional  impairment  measurement  of  the  hand 
should  take  into  consideration  the  anatomical  and 
physiological  functions  of  the  hand.  This  should 
include  three  major  categories:  1)  structure,  2) 
sensation,  and  3)  synergy. 

Loss  of  anatomical  structure  or  the  level  of  am- 
putation can  be  related  to  the  relative  value  of 
each  segment  to  the  function  of  the  finger  and  to 
each  finger  relative  to  the  hand.  If  an  amputation 
preserves  the  structures  proximal  to  the  distal  in- 
terphalangeal  joint,  it  will  be  considered  a forty- 
five  per  cent  loss  of  the  digit.  If  the  loss  is  distal 
(Continued  on  next  page) 
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Per  cent  Permanent 
Physical  Impairment 
and  Loss  of 
Physical  Function 

Figure  2.  Elbow  to  Whole  Arm 

Flexion  and  extension  of  forearm  con- 
sidered as  85  per  cent  of  arm,  rota- 
tion of  forearm  considered  as  15  per 
cent  of  arm. 

A.  Total  ankylosis  in  optimum  posi- 
tion approximately  mid-way  be- 
tween 90  degs.,  flexion  and  0 degs. 


extension  (straight)  50 

B.  Total  ankylosis  in  mal-position  Grade  upward 

C.  Limitation  of  motion 

(a)  Mild.  Motion  limited  from  10 

degs.  flexion  to  100  degs.  fur- 
ther flexion  10 

(b)  Moderate.  Motion  limited 
from  30  degs.  flexion  to  75  degs. 

further  flexion  20 

(c)  Severe.  Motion  limited  from 

45  degs.  flexion  to  90  degs.  fur- 
ther flexion  35 

D.  Flail  elbow,  pseudarthrosis  above 

joint  line,  wide  motion  but  very 
unstable  65 

E.  Resection  head  of  radius  15 

F.  'Disarticulation  at  elbow  joint  and 

amputation  below  elbow  joint 
proximal  to  insertion  of  biceps 

tendon  95 

G.  Amputation  of  forearm  below  el- 

bow distal  to  insertion  of  biceps 

tendon  90 


Per  cent  Permanent 
Physical  Impairment 
and  Loss  of 
Physical  Function 

Figure  3.  Wrist  to  Arm 


Excision  distal  end  of  ulna 

Flexion  and  extension  credited  with 

75  per  cent  of  hand,  and  rotation  25 

per  cent  of  hand 

A.  Total  ankylosis  in  optimum  position 

B.  Total  ankylosis  in  mal-position  of 
extreme  flexion  of  extension 

C.  Limitation  of  motion 

(a)  Mild.  Rotation  normal,  15 
degs.  Palmar  flexion  to  20 
degs.  dorsi-flexion. 

(b)  Moderate.  Rotation  limited  to 
30  degs.  in  semi-pronation, 
palmar  flexion  to  10  degs., 
dorsiflexion  10  degs. 

(c)  Severe.  Rotation  limited  to 
10  degs.  in  position  of  full  pro- 
nation. Palmar  flexion  5 degs., 
dorsiflexion  5 degs. 

D.  Disarticulation  at  wrist 

E.  Midcarpal  or  mid-metacaroM  am- 
putation of  hand 


10 


35 

Grade  upward 


10 


20 


25 

90 

90 


to  the  proximal  interphalangeal  joint,  it  will  be 
considered  an  eighty  per  cent  loss  of  the  digit.  Am- 
putation through  the  metacarpopharlangeal  joint 
amounts  to  a one  hundred  per  cent  loss  of  the 
digit.  The  contribution  of  each  finger  to  the  hand 


is  a subject  of  considerable  variation.  The  AMA 
guide  is  based  upon  the  thumb  representing  forty 
per  cent,  the  index  twenty-five  per  cent,  the  middle 
twenty  per  cent,  the  ring  ten  percent,  and  the  lit- 
tle finger  five  per  cent.  The  American  Society  for 
Surgery  of  the  Hand3  recommends  forty,  twenty, 
twenty,  ten,  and  ten.  This  latter  system,  although 
varying  only  slightly  in  relative  values,  has  the 
additional  virtue  of  providing  fewer  multiples  which 
have  to  be  calculated  in  determining  impairment. 
It  will  therefore  be  accepted  in  the  proposed 
scheme  (Fig.  4). 

Disorders  of  sensation  can  occur  at  two  ends  of 
a scale:  loss  of  sensation  (anesthesia)  or  increase 
in  sensation  (pain).  These  disorders  are  difficult 
to  measure  and  are  subjective  in  nature.  When  mild 
to  moderate,  they  probably  do  not  contribute  to 
physical  impairment.  In  severe  cases  the  impairment 
can  approach  one  hundred  per  cent  as  an  anes- 
thetic hand  or  a true  causalgia  may  render  the  in- 
volved part  useless.  Loss  involving  certain  portions 
of  a finger  have  different  relative  values,  the  tip 
being  most  important,  the  opposing  surfaces  sec- 
ond. and  the  non-opposing  surfaces  least.  The  as- 
signed values  in  the  illustration  can  be  further  sub- 
divided proportional  to  the  degree  to  which  each 
portion  of  the  finger  is  involved  (Fig.  5). 

The  third  function  to  be  evaluated  has  been 
called  synergy.  It  implies  the  combined  function 
of  all  of  the  parts  to  the  desired  end,  motion.  This 
involves  an  assessment  of  the  prime  movers  as  well 
as  the  moving  parts,  since  the  examiner  is  measur- 
ing the  active  range  of  motion  exhibited  by  the 
patient.  The  finger  can  be  considered  as  a total 
unit  in  synergistic  activity  contributing  to  the  func- 


putation. 
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Percentage  Loss  of  the  Hand  from  Palmar  Sen- 
sory Impairment  of  Digit  (exclusive  of  tendon 
damage). 

tional  activity,  motion.  Lack  of  motion,  either 
from  lack  of  motor  power  or  limitation  in  joint 
range,  can  be  simply  regarded  as  a function  of  re- 
striction of  the  anticipated  range. 

The  measurement  of  impairment  of  dynamic 
function  of  the  hand  has  classically  been  based  on 
the  angular  measurement  of  restriction  of  joint 
motions.  Two  measurements  are  necessary,  the  first 
in  neutral  and  the  second  with  the  active  motion 
being  carried  out  as  far  as  possible.  Knowing  the 
expected  range  of  motion  of  the  individual  joints, 
any  impairment  represents  a proportional  loss  of 
this  range;  and  a numerical  value  can  be  given  for 
the  individual  joint.  The  sum  of  the  individual 


joint  losses  for  each  finger  is  then  calculated  from 
a combined  value  table,  this  sum  in  turn  evaluated 
with  regard  to  the  value  of  that  finger  relative  to 
the  hand. 

This  procedure  requires  three  angular  measure- 
ments and  two  tabular  conversions.  With  a small 
inherent  discrepancy  in  angular  measurement  be- 
tween observers,  compounded  by  three  measure- 
ments plus  tables  which  round  out  to  the  nearest 
five  per  cent,  the  total  error  which  can  be  expected 
gives  us.  therefore,  only  a gross  approximation  of 
the  impairment  of  function  of  the  finger.  There 
has  been  such  a discrepancy  between  observers 
evaluating  the  same  hand,  that  it  would  appear 
obvious  that  this  system,  although  scientifically 
based,  is  in  need  of  improvement. 

Bunnell  as  early  as  19094  and  Boyes  in  later 
years5'6  recognized  that  a linear  measurement,  the 
lack  of  flexion  of  a finger  to  the  distal  crease,  was 
an  ‘‘easily  recorded  and  readily  understood  index 
of  the  results  of  flexor-tendon  action  in  the  fin- 
gers.” 

If  we  accept  the  concept  that  the  finger  is  a 
functional  unit  with  each  joint  contributing  in 
synergistic  activity  with  appropriate  motor  power 
to  achieve  motion,  then  lack  of  motion  either  from 
loss  of  power  or  joint  stiffness  should  be  measur- 
able as  well,  as  a function  of  deviation  of  the  anti- 
cipated range.  Since  a single  figure  is  desirable  and 
pulp  to  palm  linear  measurement  is  simple,  this 
parameter  was  subjected  to  greater  scrutiny.  It 
was  first  necessary  to  standardize  the  measurement 
technique. 

Measurements  are  made  from  the  common  trans- 
verse flexion  crease  of  the  palm.  This  can  be 
marked  on  the  palm  with  a soft  pencil  or  pen  by 
flexing  the  metacarpophalangeal  joints  with  the 
fingers  extended  and  drawing  the  pen  across  the 
resulting  crease.  Or  extension,  one  then  observes 
(Continued  on  next  page) 


a. 


b. 


c. 

Figure  6. 


d. 


a.  Common  Palmar  Flexion  Crease  Created  by 
Fusion  of  Radial  Portion  of  the  Proximal 
Crease  and  the  Ulnar  Portion  of  the  Distal 
Crease. 

b.  Length  of  the  Finger  measured  in  Extension 


from  the  Common  Palmar  Crease  to  the  Finger 
tip. 

c.  Minimal  Achievable  Distance  in  Active  Flexion. 

d.  Maximal  Achievable  Distance  in  Active  Ex- 
tension. 
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the  distal  transverse  line  which  starts  on  the  ulnar 
border  of  the  hand,  running  in  a distally-curved 
fashion  to  the  base  of  the  fingers  as  it  approaches 
the  radial  border  of  the  hand  and  ending  in  the 
web  between  the  index  and  middle  fingers.  The 
proximal  crease  is  more  marked  on  the  radial  side 
of  the  hand  and  begins  about  as  distal  in  the  palm 
as  the  distal  crease  does  on  the  ulnar  side,  but 
sweeps  in  a curve  in  an  ulnar  direction  toward  the 
wrist.  When  the  palm  is  flexed,  the  major  portions 
of  these  creases  fuse  into  a single  line  that  can  be 
used  as  a consistent  landmark.10  The  other  extreme 
is  represented  by  the  finger-tips  (Fig.  6). 

The  question  arises  as  to  whether  or  not  this 
linear  measurement  is  scientifically  related  to  the 
presently  accepted  method.  This  measurement  alone 
is  not  acceptable,  as  it  does  not  consider  the  size 
of  the  hand  nor  the  possible  loss  of  full  extension. 
Does  adding  these  two  factors  then  make  this  al- 
ternate method  more  valid?  For  the  purpose  of 
this  discussion,  let  us  assume  the  following: 

1 ) The  standard  technique  is  scientifically  ac- 
curate but  too  complicated  and  prone  to  the  intro- 
duction of  error. 

2 ) The  linear  measurement  of  the  distance  be- 
tween finger-tip  pulp  and  palm,  taken  at  its  min- 
imal and  maximal  extreme,  is  capable  of  giving  an 
accurate  measurement  of  impairment. 

If  the  first  assumption  is  accepted,  the  second 
assumption  can  be  evaluated  by  constructing  a 
mathematical  model  of  a finger  and  computing  on 
a digital  computer  the  relationship  between  the 
linear  measurements  and  every  possible  combina- 
tion of  angular  joint  measurements.  This  evalua- 
tion has  been  done  with  Professor  Paul  R.  Paslay 
of  Brown  University  and  is  herewith  summarized.8 

To  establish  the  procedure  presented  here,  the 
example  of  a finger  capable  of  full  extension  but 
with  impairment  of  flexion  was  considered.  For  a 
particular  finger  a combination  of  joint  angle 
measurements  and  the  minimal  achievable  distance 
(Drain) from  the  finger-tip  to  the  common  palmar 
crease  can  be  determined.  In  such  a case  it  is  also 
possible  to  determine  the  impairment  (/)  of  the 
finger,  using  the  standard  procedure.  For  an  aver- 
age set  of  hand  dimensions  the  values  of  Dmin 
and  / were  found  for  values  of  combinations  of 
joint  angle  measurements  representing  ten-degree 
increments  through  the  full  range  of  anticipated 
normal  movement.  About  six  thousand  combina- 
tions were  evaluated  to  determine  the  correlation 
between  Dmin  and  /.  It  was  found  that  a curve 
of  / versus  Dmin  could  be  established  so  that  the 
difference  between  the  impairment  determined 
from  the  curve  and  any  computed  value  of  im- 
pairment was  no  greater  than  ten  per  cent  (Fig.  7). 
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Dmin.  = MINIMUM  ACHIEVABLE  DISTANCE  FROM 
FINGER  TIP  TO  PALMAR  CREASE-cm 

RELATIONSHIP  BETWEEN  IMPAIRMENT  OF  A FINGER  AND  THE 
MINIMUM  ACHIEVABLE  DISTANCE  FROM  THE  FINGER  TIP  TO 
THE  PALMAR  CREASE.  THE  IMPAIRMENT  GIVEN  HERE  APPLIES 
TO  A HAND  OF  TYPICAL  DIMENSIONS  CAPABLE  OF  NORMAL 
EXTENSION  BUT  IMPAIRED  IN  ITS  ABILITY  TO  FLEX. 

Figure  7. 

The  curve  thus  derived  differs  from  that  pre- 
sented by  Swanson.12  In  his  random  sampling  of 
average  angles  of  each  joint  in  common  functional 
postures,  a linear  relationship  between  lack  of  flex- 
ion and  percentage  of  combined  impairment  was 
indicated.  The  computer  plot  described  a different 
relationship.  The  slope  of  the  curve  indicates  that 
an  extended  finger  that  cannot  flex  enough  to 
achieve  gross  grasp  is  severely  impaired.  This  ini- 
tial twenty  per  cent  of  the  total  range  of  finger 
flexion  accounts  for  fifty-six  per  cent  of  the  im- 
pairment. In  the  range  between  gross  and  pinch 
grasp,  the  rate  of  change  is  slower.  The  next  twen- 
ty per  cent  accounts  for  sixteen  per  cent  of  the 
impairment.  Once  good  pinch  is  achieved,  the  ad- 
ditional range  of  flexion  is  of  less  significance.  This 
final  sixty  per  cent  of  the  range  only  accounts  for 
twenty-eight  per  cent  of  the  impairment.  This 
would  appear  to  be  more  logical  than  a linear  re- 
lationship when  considering  the  physiology  of  fin- 
ger function. 

This  mathematical  function  can  be  converted  to 
tabular  form,  and  a direct  impairment  value  for 
any  combination  of  minimal  and  maximal  meas- 
urements can  be  read  (Fig.  8).  The  use  of  Table  1 
in  evaluating  impairment  is  direct  in  the  case  that 
the  finger  can  be  fully  extended.  In  this  case  two 
measurements  are  required  as  follows: 

Z.=distance  in  cm.  from  finger-tip  to  common 
palmar  crease  in  extension. 
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TABLE  I 


TABLE  TO  BE  USED  IN  DETERMINING  % IMPAIRMENT  TO  THE  HAND  DUE  TO  IMPAIRED  FINGER  MOTION 

L-cm 


5to  5 5 

5.5  to6 

6 to6  5 

6 5 to7 

7 to7.5 

7 5 to  8 

8 to  8 5 

8 5 to  9 

9 to  9 5 

9 5 tolO 

IOtolO.5 

10  5 toll 

II  to 

115 

1 1 5 to  1 2 

12  to  12  5 

12  5 tol 3 

3 to  13  5 

13  5tol4 

4 to  14  5 

14  5 to  150 

0 to  5 

.2 

2 

2 

2 

2 

.1 

.1 

.1 

1 

.1 

1 

.1 

1 

1 

1 

1 

1 

1 

.1 

0 to  5 

5 to  1 

.6  1 

6 

5 

5 

5 

4 

.4 

4 

4 

3 

3 

.3 

3 

.3 

3 

3 

2 

.2 

2 

2 

5 to  1 

1 to  1 5 

1.0 

1.0 

9 

8 

8 

.7 

.7 

.6 

.6 

6 

5 

5 

.5 

5 

4 

4 

4 

4 

4 

4 

1 to  1 5 

1 5 to  2 

1.5 

1.3 

1.2 

l.l 

l.l 

1 .0 

.9 

9 

8 

8 

8 

7 

.7 

7 

6 

6 

6 

6 

5 

5 

1 5 to  2 

?to  2 5 

1.9 

1 .7 

16 

1 5 

1 4 

1 3 

1.2 

l.l 

l.l 

1.0 

1 0 

9 

9 

8 

8 

8 

7 

7 

7 

7 

2 to2  5 

2 5 to  3 

2 .4 

2 1 

2 0 

1 8 

1.7 

1.6 

1.5 

1.4 

1.3 

1.2 

1 2 

l.l 

1 1 

1 0 

1 0 

9 

9 

9 

9 

8 

2 5 to  3 

3 to  3 5 

2.9 

2 6 

2.4 

2.2 

2 0 

1.9 

1 7 

1.6 

1.5 

1 5 

1.4 

1.3 

1 3 

1 .2 

1 2 

1 . 1 

1 1 

1.0 

1 0 

1 0 

3 to  3 5 

3.5  to  4 

3.5 

3.  1 

2 8 

2 5 

2 3 

2.2 

2 

0 

1 9 

1 8 

1.7 

1 6 

1 5 

1.5 

1.4 

1 3 

1 3 

1 2 

1.2 

1.2 

1 1 

3 5 to  4 

4 to  4 5 

4 5 

3 8 

3 3 

3 0 

2.7 

2.5 

2 

3 

2 2 

2.0 

1 9 

1 8 

1 7 

1 7 

1 6 

1 5 

1 5 

1 4 

1.4 

1 3 

1 3 

4 to  4 5 

4 5 to  5 

6 1 

4 8 

4 0 

3 5 

3 1 

2 9 

2 

7 

2 5 

2 3 

2.2 

2.  1 

2 0 

1.9 

1 S 

1.7 

1 6 

1 6 

1.5 

15 

1 4 

4 5 to  5 

5 to  5.5 

10  0 

6 3 

5 0 

4 1 

3 6 

3 3 

3 

0 

2 8 

2 6 

2 5 

2 

3 

2 2 

2 1 

2 0 

1.9 

1.8 

1 7 

1.7 

1 6 

1 6 

5to5  5 

5 5 to  6 

10  0 

6 0 

5.  1 

4 3 

3 8 

3 

4 

3 2 

2 9 

2 7 

2 

6 

2 4 

2 

3 

2 2 

2 1 

2 0 

1 9 

1.8 

1 8 

1 7 

5 5 to  6 

6to  6 5 

10  0 

6 5 

5 3 

4 5 

4 

0 

3 6 

3 3 

3 0 

2 

8 

2 7 

2 

5 

2 4 

2 3 

2.2 

2 1 

2 0 

2.0 

1 9 

6 to6  5 

6 5 to  7 

10,0 

6 7 

5 5 

4 

7 

4 1 

3 7 

3 4 

3 

2 

3 0 

2 

8 

2.6 

2 5 

2 4 

2 3 

2 2 

2.  1 

2 0 

6 5 to  7 

7to  7 5 

10  0 

6 8 

5 

6 

4 8 

4 2 

3.  8 

3 

5 

3 3 

3 1 

2.9 

2 7 

2 6 

2.  5 

2 4 

2 3 

2 2 

7 to  7 5 

7.5  to  8 

10.0 

6.9 

5 7 

4 9 

4.4 

3 

9 

3 6 

3 

4 

3.2 

3.0 

2 8 

2 7 

2.  6 

2 5 

2 4 

7 5 to0 

0 to  8 5 

10 

0 

7.0 

5 8 

5 1 

4 

5 

4 0 

3 

7 

3 4 

3 3 

3 1 

2 9 

2 8 

2 7 

2.  6 

8 to  8 5 

8 5 to  9 

10  0 

7 0 

6 0 

5 

2 

4 6 

4 

2 

3 8 

3 6 

3 4 

3 2 

3 0 

2 9 

2 8 

8 5 to  9 

9 to  9.5 

10  0 

7 2 

6.0 

5 2 

4 

7 

4 2 

3 9 

3 7 

3 4 

3 3 

3 1 

3 0 

9 to  95 

9 5 tolO 

10  0 

7 

3 

6 1 

5 

4 

4 8 

4 4 

4 0 

3 7 

3 5 

3 3 

3 2 

9 5 tolO 

lOtolO  5 

10 

0 

7 4 

6 

2 

5 4 

4 9 

4 5 

4 1 

3 9 

3 6 

3 4 

lOtolO  5 

10.5  to  II 

10  0 

7 

5 

6 2 

5 6 

5 0 

4 6 

4 2 

3 9 

3 7 

10  5 to  II 

1 1 to  1 1 5 

10 

0 

7 5 

6 4 

5 6 

5 1 

4 7 

4 3 

4 0^ 

II  toll  5 

11.5  to  12 

10  0 

7 5 

6 4 

5 8 

5 2 

4 8 

4 4 

115  to  12 

12  tol  2.5 

10  0 

7 6 

6 6 

5 3 

5 3 

4 8 

1 2 to  1 2 5 

12.5  fol  3 

10  0 

7 7 

6 6 

6.0 

5 4 

12  5 tol  3 

13  to  13  5 

10  0 

7 7 

6.7 

6 0 

1 3 to  1 3.5 

13  5 to  14 

10  0 

7 8 

6 8 

13  5 tol 4 

l4to  14  5 

10  0 

7 8 

l4tol4  5 

14  5tol  5 

10  0 

14  5 to  1 5 

CASE  I 

IF  HAND  CAN  BE  FULLY  EXTENDED  MEASURE  * - 

L = DISTANCE  IN  cm  ALONG  FINGER  FROM  TIP  TO  PALMAR  CREASE 

Dmin  = MINIMUM  ACHE  I VABLE  DISTANCE  IN  cm  FROM  FINGER  TIP  TO  PALMAR  CREASE. 

% IMPAIRMENT  OF  HAND  FOR  FINGER  EVALUATED  AT  10%  OF  HAND  IS  GIVEN  DIRECTLY  BY  THIS  TABLE 
FOR  FINGER  EVALUATED  AT  20%  OF  HAND  MULTIPLY  TABULAR  VALUE  BY  2 


CASE  2 

IF  HAND  CANNOT  BE  FULLY  EXTENDED  MEASURE  - 
Dmm  AND  L AS  ABOVE  AND 

Dmox  = MAXIMUM  ACHE  I VABLE  DISTANCE  IN  cm  FROM  FINGER  TIP  TO  PALMAR  CREASE 
% IMPAIRMENT  AT  10%  = TABULAR  VALUE  FOR  L,  Dmm  + TABULAR  VALUE  FOR  L,  L - Dma 
MULTIPLY  THIS  VALUE  BY  2 FOR  % IMPAIRMENT  AT  20% 


Figure  8. 


Dmin— minimal  achievable  distance  in  cm.  from 
finger-tip  to  common  palmar  crease  at 
point  of  maximal  active  flexion. 

A single  entry  then  yields  the  impairment  of  the 
hand  for  a finger  with  a relative  value  of  ten  per 
cent  of  the  hand.  For  example,  if  L— 9.3  cm.  and 
Dmin= 5.7  cm.  for  a ring  finger  (10  per  cent), 
then  the  impairment  to  the  hand  due  to  lack  of 
motion  of  this  finger  is  2.9  per  cent  (3  per  cent). 
If  the  finger  has  a value  relative  to  the  hand  of 
twenty  per  cent,  then  the  tabular  value  would  be 
doubled. 

When  the  finger  cannot  be  fully  extended,  three 
measurements  are  required  as  follows: 

L—  distance  in  cm.  from  finger-tip  to  common 
palmar  crease  in  extension  measured  either 
with  a flexible  rule  or  from  the  unimpaired 
hand- 

Dmin— minimal  achievable  distance  in  cm.  from 
finger-tip  to  common  palmar  crease  at 
point  of  maximal  flexion. 

Dmax= maximal  achievable  distance  from  finger- 
tip to  common  palmar  crease  at  point  of 
maximal  extension. 

Using  Table  1,  the  percentage  impairment  is  cal- 
culated for  the  restriction  of  flexion  as  in  the  above 
example.  Since  the  finger  cannot  be  fully  extended, 


an  additional  impairment  must  be  calculated.  In 
a finger  that  flexes  well  but  does  not  extend  fully, 
we  know  physiologically  that  this  is  of  little  sig- 
nificance. As  much  as  a thirty-degree  lack  of  ex- 
tension, if  shared  by  both  interphalangeal  joints 
was  scarcely  noticeable  in  a study  by  McFarlane.9 
As  the  loss  of  extension  increases,  the  significance 
becomes  more  important  and  as  the  finger-tip  ap- 
proaches the  palm,  the  impairment  increases  at  a 
rapid  rate.  In  studying  our  curve  (Fig.  7),  we  see 
that  the  same  relationship  exists  as  with  loss  of 
flexion.  We  can  then  use  Table  1 again  by  sub- 
stituting L minus  D maximum  for  D minimum  and 
thereby  obtain  a value  for  loss  of  extension.  The 
sum  of  these  losses  is  the  final  value. 

As  the  range  of  finger  motion  diminishes  toward 
ankylosis,  the  impairment  rating  will  increase  and 
the  limits  will  be  determined  by  the  positional  re- 
lationship to  the  functional  position.  The  lowest 
rating  is  seen  when  the  finger  is  in  a good  position 
to  oppose  and  function  in  pinch  grasp.  This  posi- 
tion is  attained  when  the  finger  is  in  the  middle 
of  its  total  range,  representing  more  flexion  than 
the  usually  accepted  functional  position  (Fig.  9). 
At  this  position  the  finger  would  be  impaired  for- 
ty six  per  cent.  The  impairment  increases  at  either 
(Continued  on  next  page) 
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a.  b. 


Figure  9. 

a.  Function  Position  of  the  Fingers  to  Achieve 
Pinch-Grasp. 

b.  Standard  Functional  Position. 

extreme,  approaching  one  hundred  per  cent  in  the 
completely  non-functional  positions.  This  minimal 
figure  is  lower  than  the  eighty  per  cent  impairment 
value  in  the  AM  A system  for  a finger  ankylosed 
in  the  functional  position. 

Measurement  of  the  functional  dynamics  of  the 
thumb  requires  special  considerations.  Since  the 
standard  method  is  totally  inadequate,  no  similar 
comparison  can  be  made.  Certain  assumptions  can 
also  be  entertained  which,  if  accepted,  will  allow 
for  analysis  of  thumb  functions  in  an  analogous 
fashion. 

Although  contemporary  anatomists  consider  the 
thumb  a two-bone  two-joint  member,  functionally 
the  metacarpal  is  a major  contributor  to  thumb 
motion  and  can  be  looked  upon  more  as  a phalanx. 
This  concept  has  some  historical  substantiation. 
DaCarpi7  in  1523  in  his  ‘‘Short  Introduction  to 
Anatomy”  stated  that  in  his  judgment  ‘‘The  thumb 
also  has  three  joints  and  three  bones.’’  Vesalius 
also  in  1543  illustrated  in  the  Fabrica  the  first 
metacarpal  as  representing  the  first  phalanx  of  the 
thumb.  He  attributed  this  notion  to  Galen  and, 
although  he  pictorially  represented  the  thumb  in 
this  fashion,  stated  that  he  favored  the  five-meta- 
carpal  system.11 

In  considering  the  dynamic  function  of  the 
thumb,  it  would  appear  logical  to  regard  it  as  a 
three-joint  three-bone  finger  with  increased  mobil- 
ity due  to  the  unique  relationship  between  the  mul- 


tangulum  major  and  the  base  of  the  first  meta- 
carpal. Two  essential  motions  are  exhibited  by  this 
functional  unit,  circumduction  and  flexion. 

Circumduction  implies  the  ability  to  draw  the 
thumb  around  opposite  to  the  other  fingers,  and 
involves  the  combination  of  movements  described 
as  abduction,  extension,  opposition,  and  adduction. 
These  movements  occur  as  a continuum  and  can- 
not be  separated  from  one  another.  During  abduc- 
tion and  extension  the  thumb  is  brought  away  from 
the  palm  with  the  nail  at  ninety  degrees  to  the 
palm.  The  second  and  third  metacarpals  tend  to 
flex.  As  the  rotation  continues,  opposition  occurs, 
the  nail  begins  to  rotate,  and  the  second  and  third 
metacarpals  extend.  As  the  thumb  proceeds  to 
adduct,  the  rotation  is  completed  and  the  nail  be- 
comes parallel  to  the  palm  with  the  thumb  meta- 
carpal head  opposite  the  middle  of  the  hand  rep- 
resented by  the  third  metacarpal  head. 

Flexion  of  the  thumb  also  involves  its  three  ele- 
ments. With  the  thumb  in  the  full  circumducted 
position,  flexion  of  the  metacarpophalangeal  joint 
and  interphalangeal  joint  exhausts  only  about  one- 
half  the  anticipated  range;  but  with  flexion  of  the 
metacarpal  the  finger-tip  can  be  brought  to  the 
common  palmar  transverse  crease  at  the  level  of 
the  fifth  metacarpal  head. 

Measurement  of  thumb  impairment  then  can  be 
achieved  by  assessment  of  these  two  compound 
motions.  Full  flexion  from  the  fully-extended  posi- 
tion encompasses  all  five  motions  and  can  be  meas- 
ured in  a fashion  similar  to  that  for  the  other 
fingers  by  the  distance  from  thumb-tip  to  trans- 
verse palmar  crease  at  the  base  of  the  fifth  meta- 
carpal head  (Fig.  10).  Full  circumduction  also  re- 
quires participation  of  all  five  motions  although 
in  different  proportions.  The  position  of  the  thumb 
metacarpal  relative  to  the  rest  of  the  hand  can  be 
measured  by  making  a triangle,  the  base  of  wrhich 
is  represented  by  the  common  transverse  palmar 
crease.  The  sides  can  be  constructed  by  measuring 
the  distance  from  each  extreme  of  the  base  to  the 


Figure  11. 


a.  and  b. 

Measurements  from  Radial  and  Ulnar  Borders 
of  Common  Palmar  Crease  to  Radial  Border 
of  Thumb  Metacarpophalangeal  Crease.  Note 
that  the  ratio  of  the  Sides  is  2:1  when  the 


Thumb  is  not  Circumducted, 
c.  & d. 

Similar  Measurements  in  the  Fully-Circum- 
ducted Position.  Note  that  the  Ratio  Becomes 
1:1. 
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Figure  10. 

Measurement  of  Thumb  Flexion  from  Thumb- 
Tip  to  Common  Flexion  Crease  at  Base  of  Fifth 
Metacarpal  Head. 

radial  aspect  of  the  thumb  metacarpophalangeal 
flexion  crease  (Fig.  11).  In  the  full  circumducted 
position,  this  will  be  represented  by  an  isosceles 
triange.  A table  can  thus  be  constructed  to  relate 
the  variations  in  the  ratio  of  the  sides  to  percen- 
tage of  impairment  (Fig.  12).  Thumb  impairment 
will  be  the  sum  of  these  two  values.  This  seems 
preferable  to  the  assignment  of  arbitrary  values 
to  the  importance  of  each  motion  and  the  attempt 
to  measure  each  one  separately.  As  in  the  other 
fingers,  loss  of  portions  of  one  movement  is  often 
compensated  for  by  other  motions  and  the  assess- 
ment of  the  total  function  appears  more  relevant. 

If  we  elect  to  consider  that  the  flexion  and  cir- 
cumduction components  have  equal  status,  the 
thumb  (with  regard  to  flexion)  assumes  the  value 
of  a twenty  per  cent  finger  and  the  same  finger 
table  (Table  1)  can  be  used  as  with  the  index 
and  middle  fingers. 

The  circumduction  component  can  be  evaluated 
directly  by  referring  to  Table  2,  which  converts 
the  ratio  of  the  sides  of  the  triangular  relationship 
to  a direct  percentage  of  impairment  of  the  hand. 

SUMMARY 

The  total  impairment  in  the  case  of  the  hand  is 
the  sum  of  the  impairment  values  for  the  three  spe- 


cific functions  of  the  hand,  taking  into  considera- 
tion structural  loss,  sensory  disturbances,  and  dis- 
crepancy in  synergistic  activity.  With  this  proposed 
system,  direct  values  can  be  obtained  with  a mini- 
mum number  of  charts  and  tables.  These  values 
should  be  as  valid  as  those  provided  by  the  more 
complicated  systems  of  impairment  rating  and, 
because  of  the  simplicity  of  the  method,  more  re- 
liable and  more  closely  comparable  among  various 
observers. 
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TABLE  TO  BE  USED  IN  DETERMINING  % IMPAIRMENT  TO  THE  HAND  DUE  TO  IM  PA  I R E D THUM  B CIRCUMDUCTION 
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PHYSICIANS  SERVICE  IN  1968  and  1969 


Annual  Report  of  the  President 
Given  at  20th  Meeting  of  the  Cor- 
poration 

I have  the  honor  of  presenting  to  you  at  this 
time  some  observations  on  1968  and  1969.  Most  of 
you  are  well  acquainted  with  the  activities  and 
accomplishments  of  the  Plan  during  1968  either 
through  the  publications  or  active  committee  par- 
ticipation, so  I do  not  plan  to  dwell  on  these  at 
this  time. 

Rather,  I would  prefer  to  give  you  some  per- 
sonal thoughts  on  the  direction  in  which  I believe 
health  care  is  headed,  and  the  role  Blue  Shield 
might  play  in  our  rapidly  changing  environment. 

It  does  not  take  a great  deal  of  knowledge  to 
be  aware  of  the  public  discontent  with  our  present 
methods  of  delivering  health  care.  One  can  readily 
discern  from  the  press,  from  trade  publications  and 
radio  and  television  the  concern  of  well-informed 
groups  and  individuals  — both  within  and  outside 
of  the  health  professions  — with  our  present  “sys- 
tem,” or  non-system,  as  it  has  been  called.  There 
has  been  widespread  comment  on  the  rising  costs 
of  care,  the  fact  that  health  coverage  is  too  “hos- 
pital oriented”  and  too  “crisis  oriented"  and  that 
health  care  is  not  equally  accessible  to  all  social 
and  economic  groups.  For  example,  in  the  Provi- 
dence Journal/Bulletin  in  December,  1968,  and  in 
Time  magazine  just  one  month  ago,  there  appeared 
lead  stories  commenting  on  many  of  the  shortcom- 
ings and  inadequacies  of  medicine  in  the  United 
States. 

Before  looking  specifically  at  some  of  the  prob- 
lems, I would  make  two  general  observations,  to 
place  the  remainder  of  my  remarks  in  better  per- 
spective. First,  I do  not  place  responsibility  for 
the  present  problems  in  our  health  care  system  on 
any  single  group  of  individuals  or  organizations. 
The  medical  profession,  the  hospitals,  the  insur- 
ance industry,  including  Blue  Cross  and  Blue 
Shield,  the  federal  government,  the  state  govern- 
ments and  the  public  have  all  in  good  faith  had 
a part  in  the  development  of  our  so-called’*  non- 
system” of  health  care. 

Second,  our  health  care  system  is  not  the  only 
institution  presently  under  severe  scrutiny.  There 
seems  to  be  a kind  of  national  unrest  that  is  caus- 
ing us  to  look  at  all  our  institutions  — our  uni- 
versities, our  churches,  our  cities,  government,  and 
everything  else  — and  ask  ourselves  what's  wrong 
with  them  and  what  we  can  do  better.  Out  of  this 


ARNOLD  PORTER.  M.  D.,  oj  Providence,  R.  1. 
President,  R.  /.  Medical  Society  Physicians 
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will  undoubtedly  come  change,  and  I think  this 
is  good.  In  my  opinion,  then,  the  present  public 
questioning  of  our  system  for  delivery  of  health 
care  is  healthy;  it  is  an  indication  of  our  viability; 
and  the  eventual  result  will  be  for  the  better,  what- 
ever form  it  takes. 

At  the  present  time  everyone  seems  to  agree 
that  the  ultimate  goal  is  to  provide  the  highest 
quality  medical  care  to  every  American,  rich  or 
poor,  black  or  white.  Although  there  is  agreement 
on  the  goal,  there  is  marked  disagreement  as  to 
the  means  whereby  this  end  may  be  attained  at 
affordable  cost. 

One  widely  cited  answer  to  rising  health  care 
costs  has  been  that  of  closed  panel  group  practice. 
However,  the  March  1969  issue  of  Medical  Eco- 
nomics reports  that  two  of  the  nation’s  largest 
group  practice  plans  are  having  financial  difficul- 
ties. The  Kaiser  Foundation  plan  in  California 
has  just  raised  its  rates  18  per  cent,  triple  last 
year’s  increase  and  somewhat  greater  than  the  1967 
rise.  Also,  just  three  months  ago  the  HIP  group 
in  New  York  had  to  request  a 44  per  cent  increase. 
Last  year  at  our  annual  meeting  I reported  to  you 
that  the  greatest  challenge  to  Rhode  Island  Blue 
Shield  is  not  group  practice,  but  rather  the  concept 
of  providing  comprehensive  medical  care  to  all  seg- 
ments of  the  community  at  affordable  prices. 

I am  happy  to  report  that  your  Blue  Shield 
Plan  has  made  steady  and  significant  progress  to- 
ward meeting  this  challenge.  This  year  we  further 
improved  the  scope  of  benefits  under  Plans  A and 
B,  which  still  provide  full  payment  of  surgical  bills 
for  a segment  of  the  public  with  low  income.  And 
in  cooperation  with  Blue  Cross,  we  entered  into 
further  experimental  programs  such  as  home  care, 
all  geared  to  establishing  a system  that  provides 
alternatives  to  costly  hospital  bed  care. 

Through  Herculean  effort  of  staff  and  our  phy- 
sician advisory  committees,  we  were  able  to  con- 
vert the  coverage  of  over  30,000  Federal  Employ- 
ees in  Rhode  Island  from  an  indemnity  to  a paid- 
in-full  plan  in  January  of  1969.  Then,  two  weeks 
ago,  again  on  target  timewise,  we  filed  our  own 
prevailing  fee,  paid-in-full  program  with  the  Direc- 
tor of  Business  Regulation,  whose  approval  I hope 
is  forthcoming.  This  new  plan  includes  many  bene- 
(Continued  on  Page  285) 
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Editorials 


“THIS  RELIC  OF  BARBARISM” 


We  have  often  been  on  the  verge  of  editorializ- 
ing on  the  recent  resurgence  of  popularity  of 
pierced  ears,  a ridiculous  manifestation  of  female 
vanity.  But  JAMA  has  come  to  the  rescue  by  re- 
printing the  following  comment  which  first  ap- 
peared in  its  pages  on  January  27,  1894,  seventy- 
five  years  ago.  It  describes  much  better  than  we 
could  this  “evidence  of  brutality,”  one  of  “the  by- 
gone follies  of  superstition  and  fashion!” 

PIERCING  THE  EARS 

The  custom  of  piercing  the  lobules  of  the  ear 
dates  from  the  remotest  historical  antiquity,  be- 
ing first  mentioned  in  the  Book  of  Genesis.  It 
was  practiced  by  the  people  of  the  Orient  and 
by  those  of  the  West,  and  was  transmitted  from 
the  races  of  classic  antiquity,  through  the  Mid- 
dle Ages,  down  to  our  present  times.  Ear-rings 
were  held  among  certain  nations  in  high  repute 
as  talismans  or  amulets.  They  were,  and  I be- 
lieve are  still,  superstitiously  valued  as  remedies 
for  eye  affections.  But  their  principal  use  was 
at  all  times,  and  certainly  is  now,  that  of  orna- 
ments, to  be  worn  generally  by  women.  And 
thus  it  happens  that  mothers,  who  would  other- 
wise protect  their  little  ones  from  every  harm 
and  pain,  will  not  shrink  from  subjecting  them 
to  an  unnecessary,  inexcusable,  and  painful  pro- 
cedure, only  to  adorn  them  with  coveted  jewel. 
This  explains  why  such  a barbaric  custom  as 
that  of  piercing  the  ears  could  have  survived  to 
our  present  times. 

It  is,  however,  barbaric,  not  only  because  of 
its  origin  nor  on  account  of  the  crude  methods 
by  which  it  is  practiced;  but  more  so  for  the 
reason  that  not  rarely  more  or  less  troublesome, 
and  even  fatal,  consequences  have  been  observed 
after  this  procedure.  It  is  my  pleasure  to  report 
to  you  a number  of  such  sequelae  of  piercing  the 
lobes,  some  of  which  seemed  to  me  to  be  of  more 
than  ordinary  interest,  although  there  are  scat- 
tered in  literature  a goodly  number  of  interest- 
ing cases. 

There  are  abundant  observations  on  record  to 
make  one  reflect  why  the  voices  of  physicians, 
or  at  least  of  otologists,  are  not  raised  against 
this  “truly  barbarous  custom,”  as  Roosa  calls 
it.  The  following  cases  have  come  under  my  ob- 
servation. 

Two  cases  of  cleft  lobule  were  seen,  caused 
by  the  ear-rings  cutting  through.  In  the  one  case, 


both  lobules  were  torn.  The  clefts  were  readily 
repaired  by  the  operation  advocated  by  Knapp, 
by  paring  the  edges  and  stitching  the  little  flap 
left  on  the  posterior  lip  over  the  corresponding 
portion  of  the  anterior  lip,  thus  avoiding  a notch 
in  the  lobule.  The  result  of  the  operation  was 
good.  The  other  case  of  cleft  lobe  was  peculiar. 
It  was  that  of  a middle-aged  woman,  in  whom  the 
ear-ring  had  torn  through  the  left  lobule  about 
ten  years  ago.  Two  years  later  she  got  tired  of 
wearing  but  one  earring,  and  she  had  the  left 
lobule  again  pierced,  close  to  the  old  aperture. 
In  the  course  of  time  this  ring  had  also  torn 
through,  parallel  to  the  old  slit,  and  the  woman 
had  now  a lobule  consisting  of  three  pendants. 
The  narrow,  central  strip  was  removed,  and  the 
edges  of  the  remaining  parts  united  in  the  above 
described  manner.  The  cosmetic  effect  was  good. 

One  case  of  enlargement  of  the  opening  made 
for  ear-rings,  presented  a peculiar  and  even  ri- 
diculous appearance.  The  hole  on  one  side  had 
gradually  enlarged,  from  the  weight  of  the  ring, 
to  the  size  of  a lead  pencil;  and  repair  was  de- 
sired by  the  patient,  a young  lady  of  nineteen 
years,  for  cosmetic  purposes.  The  edges  were 
pared  with  a cataract  knife,  united  by  one  su- 
ture, and  healed  readily. 

Eczema  of  the  auricle  has  been  observed  in  a 
number  of  cases  to  be  caused  by  the  wearing  of 
ear-rings,  especially  when  they  had  accidentlly 
caused  small  tears  of  the  cutis,  and  also  after 
forcible  placing  of  ear-rings,  when  the  opening 
had  been  closed  for  some  time.  It  was  generally 
the  acute  form  which  was  seen,  causing  swelling, 
excoriation,  formation  of  unsightly  crusts,  and 
bleeding  often  upon  the  slightest  touch.  This 
form  is,  as  a rule,  very  painful.  Removal  of  the 
cause  and  treatment  with  ointments  (for  in- 
stance the  ung.  diachylon)  were  sufficient  to 
produce  a speedy  cure.  In  two  cases  the  eczema 
had  reached  the  chronic  stage,  in  one,  involving 
the  larger  part  of  the  auricle,  and  more  especi- 
ally the  furrow  along  the  insertion  of  the  auricle. 
These  cases  were  more  obstinate,  but  yielded  also 
finally  to  treatment. 

And  while  in  most  cases  no  serious  consequen- 
ces result  from  the  folly  of  piercing  the  ear  lobes, 
yet  there  occur,  from  time  to  time,  cases  where 
a life  is  at  stake,  or  where  the  enjoyment  of 
life  is  seriously  interferred  with.  It  is  time  that 
(Continued  on  next  page) 
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this  relic  of  barbarism  ought  to  be  relegated 
where  it  belongs  — to  the  by-gone  follies  of  su- 
perstition and  fashion.  And  the  day  is.  I hope, 
not  far  distant  when  it  will  be  considered  an 
evidence  of  brutality  to  have  a tender  and  un- 


protected child  subjected  to  such  an  unnecessary 
and  mutilating  procedure. 

. . . Courtesy  JAMA 

207 :652  (January  27)  1969 


SPIRITUALISM 


The  recent  book  by  Bishop  Pike1  brings  to  mind 
a similar  publication  by  A.  Conan  Doyle  who 
was  a physician.  They  without  doubt  received 
communications  and  they  reported  their  experi- 
ences accurately.  But  their  conclusions  as  to  the 
origin  of  the  communications  seem  to  be  mistaken. 
We  all  have  within  us  a tiny  divine  spark  that 
may  not  die,  but  the  brain  cannot  function  after 
death.  There  can  be  no  memory,  thought,  or  ac- 
tivity. There  must  be  a better,  more  logical  ex- 
planation. 

It  is  interesting  that  the  communications  always 
come  in  the  same  way.  The}’  never  come  directly, 
but  always  through  a medium  who  is  in  a '’trance.” 
The  recipient,  or  subject,  must  be  close  to  the  me- 
dium. The  room  must  be  in  darkness.  The  eeriness 
is  sometimes  enhanced  by  bells,  rappings,  and  the 
like,  but  these  have  always  been  shown  to  be  fakes. 

The  "trance  " is  a sort  of  self  hypnosis  or  hys- 
teria. As  the  word  “hysteria”  is  derived  from 
uterus,  the  mediums  are  always  female.  In  this 
condition  her  conscious  mind  is  turned  off  and  the 


unconscious  mind  allowed  free  sway.  The  subject 
is  likewise  induced  to  concentrate  deeply  on  his 
loved  one.  Mental  telepathy  has  been  pretty  well 
documented,  and  it  is  easy  to  imagine  that  the 
medium  can  receive  the  thoughts  of  the  subject 
and  repeat  them.  Because  he  hears  things  that 
only  he  can  know,  and  things  that  he  had  forgot- 
ten. it  is  easy  to  see  why  he  is  impressed.  The  ex- 
perience resembles  slightly  the  psychotherapy  used 
by  our  psychiatrists.  It  is  a little  like  finding  a 
forgotten  album  of  snapshots.  The  subject  never 
hears  anything  that  he  did  not  know  at  one  time 
or  thought  of.  Everything  he  hears  has  been  stored 
in  his  subconscious  memory. 

If  the  medium  would  stop  claiming  contact  with 
the  dead  and  advertise  only  that  she  can  enable 
you  to  live  for  a while  with  your  departed  memory, 
she  might  build  up  quite  a legitimate  practice. 

H.  G.  Calder,  m.d. 

'Bishop  James  Pike:  The  Other  Side.  Doubleday  & 
Company.  Inc.,  Garden  City,  1968.  $5.95 


POLLUTION:  AN  INTERNATIONAL  PROBLEM 


A generation  ago  the  Providence  Medical  Asso- 
ciation pioneered  in  promoting  air  pollution  con- 
trol. The  result  was  the  establishment  through  city 
ordinances  of  one  of  the  early  effective  smoke 
abatement  programs.  Interest  extended  to  water 
and  air  pollution  on  a statewide  basis  and  more 
recently  to  statewide  waste  disposal,  which  has 
now  become  a concern  of  the  Medical  Society  and 
state  government  in  Rhode  Island. 

The  federal  government  is  increasingly  involved 
in  regional  antipollution  planning  both  locally  and 
nationally.  State  and  federal  efforts  in  the  water- 
shed of  Xarragansett  Bay,  extending  into  Massa- 
chusetts. have  begun  to  show  results  in  clearing 
the  waters  which  wash  our  shores.  Similar  inter- 
state and  federal  programs  have  been  undertaken 
in  such  important  areas  as  the  Connecticut  River 
Valley  and  the  Great  Lakes  basin.  The  problems  in 
the  latter  area  exemplify  the  international  nature 
of  the  pollution  problem.  The  casual  observer  may 
even  now  see  gross  industrial  wastes  pouring  into 
the  Detroit  River  from  the  Canadian  side,  while 
an  interstate  group  on  the  American  side  is  at- 
tempting to  clean  up  Lake  Erie,  into  which  the 
Detroit  River  empties. 


Doctor  Abel  Wolman,  Professor  of  Sanitary  En- 
gineering at  Johns  Hopkins  University,  in  a recent 
essay  has  reemphasized  that  the  earth  is  an  eco- 
logical unit.  Pandemics  since  time  immemorial 
have  traveled  around  the  world  — cholera,  plague 
and  influenza.  The  recent  pandemic  of  the  Hong 
Kong  flu  is  proof  positive  that  we  are  still  vul- 
nerable. When  the  volcano  Krakatoa  exploded  in 
the  Dutch  East  Indies  in  1883,  the  debris  darkened 
the  sky  and  soiled  the  oceans  over  vast  areas, 
while  the  roar  was  heard  as  far  away  as  Japan. 
Earthquakes  in  Japan  have  affected  the  levels  of 
wells  in  our  Southwest,  while  heavy  rains  in  Eng- 
land have  brought  down  red  silt  blown  from  the 
Sahara  Desert.  We  in  Xew  England  have  long  ob- 
served the  hazy  skies  caused  by  forest  fires  in 
Canada  and  the  West,  while  atomic  explosions  in 
China  and  Russia  have  produced  radioactive  rain 
in  the  western  hemisphere. 

As  Professor  Wolman  has  stated:  “Whenever 
man  eats,  drinks,  works,  fights  or  plays  he  cre- 
ates modifications  in  his  environment.”  The  En- 
vironmental Pollution  Panel  of  the  President's  Sci- 
ence Advisory  Committee  reported  in  1965:  “The 
production  of  pollutants  and  an  increasing  need 
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for  pollution  management  are  an  inevitable  con- 
comitant of  a technological  society  with  a high 
standard  of  living.  Pollution  problems  will  increase 
in  importance  as  our  technology  and  standard  of 
living  continue  to  grow.'’ 

Although  the  problem  grows,  some  progress  has 
been  made.  The  Potomac,  Ohio,  and  Thames  Riv- 
ers are  less  polluted  than  they  were  some  years 
back.  The  air  over  Pittsburgh  and  London  is  clean- 
er than  it  was  before  World  War  I.  The  interna- 
tional scope  of  many  river  basins  is  exemplified  by 
such  waterways  as  the  Danube,  Meuse,  and  Rhine 
Rigers  in  Europe  and  the  Chad,  Niger,  and  Senegal 
in  Africa.  While  some  agreements  are  now  in  force 
or  are  being  negotiated,  others  are  only  in  the  dis- 
cussion phase. 

The  waters  of  the  Colorado  River  are  important 
to  both  the  United  States  and  Mexico,  while  the 
Ganges  affects  both  India  and  Pakistan.  The  Tor- 
rey  Canyon  disaster  and  the  recent  off-shore  oil 
leakage  in  California  add  another  dimension  to  the 
international  nature  of  the  pollution  problem. 

Air  pollution  also  crosses  international  bounda- 
ries. Europe  in  this  respect  is  an  ecological  entity. 
The  air  of  Sweden  has  been  polluted  by  industrial 
emissions  from  the  British  Isles  and  Central  Eu- 
rope. France,  Germany,  and  Luxembourg  have  a 
common  air  pollution  problem  because  of  their 
dense  industrial  areas  impinging  at  their  common 
borders. 

Rainfall  over  parts  of  Europe  has  become  acid 
due  to  pollution  by  sulfur  gases,  threatening  the 
great  Scandinavian  forests.  Traces  of  pesticides 
have  been  found  in  Antarctic  penguins.  The  very 


existence  of  several  species  of  birds  has  been 
threatened  by  dissemination  of  pesticides. 

The  complexities  and  magnitude  of  the  prob- 
lem, with  aspects  ranging  from  the  urbanization 
of  farming  (conversion  from  the  disposition  of 
natural  wastes  as  fertilizers  to  factory-produced 
soil  additives)  to  the  automotive  and  transporta- 
tion revolution,  render  solutions  complex,  time- 
consuming,  and  vastly  expensive.  Current  wide- 
spread recognition  of  the  problems  and  some  past 
successes,  nevertheless,  give  hope  for  the  future. 

International  compacts  to  attack  specific  prob- 
lems have  been  formed  (such  as  the  International 
Commission  for  Protection  of  the  River  Rhine 
against  Pollution,  organized  in  1950  by  Switzer- 
land, France,  Luxembourg,  West  Germany,  France, 
and  the  Netherlands);  and  a number  of  interna- 
tional organizations  have  become  actively  inter- 
ested. Such  are  the  World  Health  Organization, 
the  International  Law  Association  Committee  on 
the  Uses  of  the  Waters  of  International  Rivers, 
and  Unesco.  The  United  States  and  Canada  are 
cooperating  in  a number  of  ways  in  regional  North 
American  problems. 

While  the  world’s  population  faces  an  uphill 
battle  to  protect  its  precious  resources  of  air,  land 
and  water,  there  is  reason  to  anticipate  wider  in- 
ternational cooperation  to  preserve  these  gifts  of 
nature  in  the  years  ahead. 
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DIABETES:  THEORY  AND  PRACTICE 


Problems  of  diabetes  have  special  interest  for 
Rhode  Islanders.  The  vital  statistics  of  the  United 
States  identify  the  highest  death  rate  from  diabetes 
in  the  nation  in  iRhode  Island.  When  Banting  and 
Best  in  1921  announced  the  discovery  of  insulin, 
the  cure  of  diabetes  seemed  assured.  A half  century 
later  we  unhappily  find  that  the  cure  has  eluded  us. 
While  we  have  tools  to  manage  diabetes,  they  are 
imperfect  and  three  quarters  of  those  afflicted  now 
die  of  vascular  complications  of  heart  and  brain 
and  kidney.  We  sorely  need  new  ideas  and  new 
tools  to  fight  this  scourge,  and  turn  hopefully  to 
our  scientists  for  help. 

Elsewhere  in  this  issue  Doctor  John  Fain  of 
Brown  University  recounts  some  recent  ideas  of 
researchers  in  his  essay:  ‘'Proinsulin,  Insulin, 

Obesity,  and  Diabetes  Mellitus.”  In  the  tradition 
of  great  teachers,  he  defines  the  areas  of  ignorance: 


the  best  kind  of  control  is  in  doubt,  clear  diagnos- 
tic procedures  are  wanting,  how  to  prevent  onset  of 
diabetes  is  unknown,  the  mechanism  of  insulin  ac- 
tion is  unclear,  and  oral  drugs  are  uncertain  in 
their  long  term  effects. 

Great  interest  has  developed  around  the  dis- 
covery of  proinsulin  but  its  clinical  implications 
are  uncertain.  Proinsulin  was  characterized  in  1967 
by  Doctor  Donald  F.  Steiner  of  Chicago  as  a pre- 
cursor of  insulin  analagous  to  the  zymogen  precur- 
sors of  pancreatic  trypsin  and  lipase-  The  polypep- 
tide A and  B chains  of  insulin  are  visualized  as 
joined  head  to  tail  to  form  a spiral  of  proinsulin, 
which  is  biologically  inactive  An  unknown  enzyme 
within  the  B cell  splits  off  the  peptide  connector 
to  form  active  insulin.  What,  then,  of  that  un- 
known enzyme? 

(Continued  on  next  page) 
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The  Brown  investigators  have  been  working  on 
the  metabolism  of  isolated  fat  cells.  Glucose  trans- 
port into  these  cells  is  absolutely  dependent  on 
insulin.  Another  effect  of  insulin  is  the  inhibition 
of  lipolysis  and  prevention  of  ketosis.  Finally  Doc- 
tor Fain  discusses  the  marked  glucose  intolerance 


of  obese  individuals  and  the  insensitivity  of  fat 
to  insulin. 

But  these  reports  from  the  laboratory  have  yet 
to  yield  therapeutic  benefits.  Diabetes  is  a com- 
plex metabolic  riddle.  And  preventive  recommnda- 
tions  are  still  circumscribed  to  a minimal  advice: 
avoid  obesity  and  select  your  ancestors  with  care. 


ADJUVANT  CHEMOTHERAPY  IN  THE  SURGERY 
OF  BREAST  CANCER 


Two  recent  communications  have  provided  the 
first  clear  picture  of  the  value  of  adjuvant  chemo- 
therapy in  breast  cancer.  While  early  reports 
seemed  to  indicate  encouraging  benefits  from  their 
use.  later  experience  has  moderated  these  hopes 
considerably.  The  two  references  are  based  on  a 
cooperative  investigation  begun  in  1957  under  the 
auspices  of  the  National  Institutes  of  Health.  Can- 
cer Chemotherapy  Xational  Service  Center,  rep- 
resenting initially  23  institutions.  Forty-five  insti- 
tutions have  been  involved  at  various  times.  The 
common  protocol  called  for  two  phases,  the  first 
using  Thio-TEPA  (TSPA),  and  the  second  5-Flu- 
orouracil  (5-FU)  as  compared  to  TSPA.  The  first 
report,  read  by  Doctor  Bernard  Fisher  before  the 
American  Surgical  Association  in  April  1968,  pre- 
sents the  combined  result  of  a 10  year  study  of 
1.341  patients  who  had  received  TSPA,  Placebo, 
or  5-FU. 

The  data  appear  to  indicate  the  following: 

1.  The  overall  recurrence  rate  in  patients  re- 
ceiving TSPA  as  compared  to  those  receiving 
Placebo  was  not  significantly  different  at  the 
end  of  five  years.  One  exception  was  the  sub- 
group of  premenopausal  patients  with  four  or 
more  positive  nodes.  In  this  sub-group  fifty  per 
cent  of  those  receiving  Placebo  had  tumor  recur- 
rence at  the  end  of  twelve  months,  while  in  the 
TSPA  group,  one-half  did  not  have  recurrence 
until  forty-four  months  had  elapsed.  This  effect 
was  also  manifested  in  another  way.  After  thirty- 
six  months  there  was  a significant  difference  in 
the  percentage  of  recurrent  tumor  in  patients 


Curran  & Burton 

DIVISION*  OF  TEXACO  INC. 

1120  Eddy  Street 
Providence,  Rhode  Island 
HOpkins  7-8050 

INDUSTRIAL  AND  WHOLESALE 
FUEL  OILS 


with  four  positive  nodes  receiving  TSPA  as  com- 
pared to  those  receiving  Placebo. 

2.  ive-year  survival  rates  for  TSPA  and  Pla- 
cebo groups  in  all  categories  or  combination  of 
categories  were  not  significantly  different.  Again 
the  exception  was  the  group  of  premenopausal 
patients  having  four  or  more  positive  nodes.  In 
this  sub-group  the  survival  rate  for  the  TSPA 
series  was  fifty-seven  per  cent  as  against  twenty- 
four  per  cent  for  the  Placebo  series. 

The  study  indicates  that  5-FU  has  little  thera- 
peutic value  and  also  is  too  toxic  for  use.  A later 
paper  based  on  the  same  material  bears  out  the 
toxicity  of  5-FU  and  its  lack  of  therapeutic  effect. 
The  following  conclusions  appear  justified: 

1.  A constant  advantage  for  TSPA  in  premeno- 
pausal patients  with  four  or  more  positive  nodes 
indicates  some  beneficial  effect  in  this  group. 

2.  Its  use  in  other  patients  with  breast  cancer 
is  not  justified. 

3.  As  a result  of  its  toxicity  and  lack  of  thera- 
peutic effect,  further  use  of  5-FU  as  an  adjuvant 
in  breast  surgery  in  the  regimen  employed  is 
unwarranted. 

4.  Further  cooperative  controlled  studies  in  ad- 
juvant therapy  using  new  reegimens  and  new 
protocols  may  well  be  worthwhile. 

REFERENCES 

'Fisher,  B.,  et  al. : Surgical  Adjuvant  Chemotherapy 
in  Cancer  of  the  Breast.  Ann.  Surg.  168:337,  Sept. 
1968 

2Cohn,  I.,  Jr.,  et  al. : Complications  and  Toxic  Mani- 
festations of  Surgical  Adjuvant  Chemotherapy  for 
Breast  Cancer.  Surg.  Gynec.  Obstet.  127:1201,  Dec. 
1968 


BOOK  REVIEW 

CURRENT  THERAPY  1969.  Edited  by  Howard 
F.  Conn.  W.  B.  Saunders  Company,  Philadel- 
phia, 1969.  S15.00 

The  number  of  pages  of  text  increases  every 
year,  and  its  quality  improves.  In  every  newr  edi- 
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et’s  be  specific  about  Campbell’s  Soups... 

and  ZmfiwisM/ 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,400  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.  J.  08101 
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No  two  wome 


nare 

like... 


and  no  other  oral 
contraceptive  is  quite 
like  Ovulen-21 

Each  tablet  contains  ethynodiol  diacetate  1 mg.,  mestranol  0.1  mg. 


The  progestin  is  distinctive,  and  for  some  women  this  may  mean  a 
different  clinical  response.  The  Compack®  tablet  dispenser 
is  distinctive;  its  functional  simplicity  makes  it  virtually 
patient-proof.  The  acceptance  of  Ovulen-2 1 is  distinctive. . . 
together  with  Ovulen®,  it  is  more  often  prescribed  than  any  other 
individual  contraceptive  product  currently  available. 


Indication— Oral  contraception. 

Contraindications— Thrombophlebitis,  thromboembolic  disorders, 
cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly 
impaired  liver  function,  known  or  suspected  carcinoma  of  the  breast, 
known  or  suspected  estrogen-dependent  neoplasia,  undiagnosed  ab- 
normal genital  bleeding. 

Warnings— Watch  for  the  earliest  manifestations  of  thrombotic  dis- 
orders (thrombophlebitis,  cerebrovascular  disorders,  pulmonary  em- 
bolism, retinal  thrombosis)  ; if  present  or  suspected  discontinue  the 
drug  immediately. 

British  studies  reported  in  April  19681'2  estimate  there  is  a seven- 
to  tenfold  increase  in  mortality  and  morbidity  due  to  thromboembolic 
diseases  in  women  taking  oral  contraceptives.  In  these  controlled 
retrospective  studies,  involving  36  reported  deaths  and  58  hospitali- 
zations due  to  "idiopathic”  thromboembolism,  statistical  evaluation 
indicated  that  the  differences  observed  between  users  and  non-users 
were  highly  significant.  The  conclusions  reached  in  the  studies  are 
summarized  in  the  table  below: 


Comparison  of  Mortality  and  Hospitalization  Rates  Due  to  Thromboem- 
bolic Disease  in  Users  and  Non-Users  of  Oral  Contraceptives  in  Britain. 


Category 

Mortality  Rates 

Hospitalization 

Rates 

(Morbidity) 

Age  20-34 

Age  35-44 

Age  20-44 

Users  of  Oral 
Contraceptives 

1.5/100,000 

3.9/100,000 

47/100,000 

Non-Users 

0.2/100,000 

0.5/100,000 

5/100,000 

No  comparable  studies  are  yet  available  in  the  United  States.  The 
British  data,  especially  as  they  indicate  the  magnitude  of  the  in- 
creased risk  to  the  individual  patient,  cannot  be  applied  directly  to 
women  in  other  countries  in  which  the  incidences  of  spontaneously 
occurring  thromboembolic  disease  may  differ. 

Discontinue  medication  pending  examination  if  there  is  sudden 
partial  or  complete  loss  of  vision,  or  sudden  onset  of  proptosis, 
diplopia  or  migraine.  Withdraw  medication  if  papilledema  or  retinal 
vascular  lesions  are  found. 

Since  the  safety  of  Ovulen  in  pregnancy  has  not  been  demon- 
strated, it  is  recommended  that  pregnancy  be  ruled  out  for  any 
patient  who  has  missed  two  consecutive  periods  before  continuing 
the  contraceptive  regimen.  If  the  patient  has  not  adhered  to  the  pre- 
scribed schedule  the  possibility  of  pregnancy  should  be  considered 
at  the  first  missed  period. 

A small  fraction  of  the  hormone  agents  in  oral  contraceptives  has 
been  identified  in  the  milk  of  mothers  receiving  these  drugs.  The 
long-range  effect  to  the  nursing  infant  cannot  be  determined  at  this 
time. 

Precautions— Pretreatment  physical  examination  should  include 
special  reference  to  the  breasts  and  pelvic  organs,  and  a Papanicolaou 
smear. 

Endocrine  and  possibly  liver  function  tests  may  be  affected  by 
Ovulen.  Therefore,  it  is  recommended  that  such  tests  if  abnormal 
be  repeated  after  the  drug  has  been  withdrawn  for  two  months. 

Pre-existing  uterine  fibromyomas  may  increase  in  size  under  the 
influence  of  progestogen-estrogen  preparations. 

Because  these  agents  may  cause  some  degree  of  fluid  retention, 
conditions  which  might  be  influenced  by  this  factor,  such  as  epilepsy, 


migraine,  asthma,  cardiac  or  renal  dysfunction,  require  careful 
observation. 

In  breakthrough  bleeding,  and  all  irregular  vaginal  bleeding,  con- 
sider nonfunctional  causes.  Adequate  diagnostic  measures  are  indi- 
cated in  undiagnosed  vaginal  bleeding. 

Carefully  observe  patients  with  a history  of  psychic  depression 
and  discontinue  the  drug  if  severe  depression  recurs. 

Any  possible  influence  of  prolonged  Ovulen  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function  awaits  further  study. 

A decrease  in  glucose  tolerance  has  occurred  in  a significant  per- 
centage of  patients  on  oral  contraceptives.  The  mechanism  of  this 
decrease  is  obscure.  For  this  reason,  diabetic  patients  should  be  ob- 
served carefully  while  receiving  Ovulen. 

Because  of  the  effects  of  estrogens  on  epiphyseal  closure  Ovulen 
should  be  used  judiciously  in  young  patients  in  whom  bone  growth 
is  not  complete. 

The  age  of  the  patient  constitutes  no  absolute  limiting  factor, 
although  Ovulen  therapy  may  mask  the  onset  of  the  climacteric. 

The  pathologist  should  be  informed  of  Ovulen  therapy  when 
relevant  specimens  are  submitted. 

Adverse  Reactions— A statistically  significant  association  has  been 
shown  between  use  of  oral  contraceptives  and  the  following  serious 
adverse  reactions:  thrombophlebitis,  pulmonary  embolism. 

Although  available  evidence  is  suggestive  of  an  association,  such 
a relationship  has  been  neither  confirmed  nor  refuted  for  the  follow- 
ing serious  adverse  reactions:  cerebrovascular  accidents,  neuro-ocular 
lesions,  e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients 
receiving  oral  contraceptives:  nausea,  vomiting,  gastrointestinal 
symptoms  (such  as  abdominal  cramps  and  bloating),  breakthrough 
bleeding,  spotting,  change  in  menstrual  flow,  amenorrhea  during 
and  after  treatment,  edema,  chloasma  or  melasma,  breast  changes 
(tenderness,  enlargement,  secretion),  change  in  weight,  changes  in 
cervical  erosion  and  cervical  secretions,  suppression  of  lactation 
when  given  immediately  post  partum,  cholestatic  jaundice,  migraine, 
allergic  rash,  rise  in  blood  pressure  in  susceptible  individuals,  men- 
tal depression. 

Although  the  following  adverse  reactions  have  been  reported  in 
users  of  oral  contraceptives,  an  association  has  been  neither  con- 
firmed nor  refuted:  anovulation  post  treatment,  premenstrual-like 
syndrome,  changes  in  libido,  changes  in  appetite,  cystitis-like  syn- 
drome, headache,  nervousness,  dizziness,  fatigue,  backache,  hirsutism, 
loss  of  scalp  hair,  erythema  multiforme  and  nodosum,  hemorrhagic 
eruption,  itching. 

The  following  laboratory  results  may  be  altered  by  oral  contra- 
ceptives: hepatic  function:  increased  sulfobromophthalein  and  other 
tests;  coagulation  tests:  increase  in  prothrombin.  Factors  VII,  VIII, 
IX  and  X ; thyroid  function:  increase  in  PBI  and  butanol  extractable 
protein  bound  iodine,  and  decrease  in  T3  uptake  values;  metyrapone 
test;  pregnanediol  determination. 

References:  1.  Inman,  W.  H.  W.,  and  Vessey,  M.  P.:  Brit.  Med. 
J.  2:193-199  (April  27)  1968.  2.  Vessey,  M.  P.,  and  Doll,  R.:  Brit. 
Med.  J.  2:199-205  (April  27)  1968. 

Before  prescribing  see  Detailed  Product  Information. 

Where  "The  Pill"  Began 
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In  the  complex  picture 
of  moderate  to  severe  anxiety... 


there  is  a Inewl  reason 
for  prescribing  Mellaril 

* ° (Thioridazine  HC1) 


effectiveness  in 

mixed  anxiety- depression 


Long  recognized  for  its  usefulness  in  the 
treatment  of  moderate  to  severe  anxiety, 
Mellaril  is  now  also  known  to  be  effective 
against  mixed  anxiety-depression. 

Often  the  symptoms  of  anxiety  states  are 
difficult  to  sort  out— even  with  the  most  careful 
probing.  The  patient  may  manifest  symptoms  of 
agitation,  restlessness,  insomnia,  somatic 
complaints.  But  what  of  the  depression  that  may 
be  mixed  in  the  total  picture?  It  is  reassuring 
to  know  that  Mellaril  may  be  prescribed— with 
strong  possibilities  of  success— when  there  is 
anxiety  alone  or  a mixture  of  anxiety 
and  depression. 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including  I 
adverse  reactions  reported  with  phenothiazines.  T I 
following  is  a brief  precautionary  statement. 
Contraindications:  Severe  central  nervous  system  ! 
depression,  comatose  states  from  any  cause, 
hypertensive  or  hypotensive  heart  disease  of 
extreme  degree. 

Warnings:  Administer  cautiously  to  patients  who  j 
have  previously  exhibited  a hypersensitivity  reach  i 
(e.g.,  blood  dyscrasias,  jaundice)  to  phenothiazine;  I 
Phenothiazines  are  capable  of  potentiating  central  k| 
nervous  system  depressants  (e.g.,  anesthetics, 
opiates,  alcohol,  etc.)  as  well  as  atropine  and 
phosphorus  insecticides.  During  pregnancy, 
administer  only  when  necessary. 

Precautions:  There  have  been  infrequent  reports  o 
leukopenia  and/or  agranulocytosis  and  convulsive  I 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary  * 
retinopathy  may  be  avoided  by  remaining  within  tl 
recommended  limits  of  dosage.  Administer 
cautiously  to  patients  participating  in  activities 
requiring  complete  mental  alertness  (e.g.,  driving). 
Orthostatic  hypotension  is  more  common  in  female) 
than  in  males.  Do  not  use  epinephrine  in  treating 
drug-induced  hypotension.  Daily  doses  in  excess  ol 
300  mg.  should  be  used  only  in  severe 
neuropsychiatric  conditions. 

Adverse  Reactions:  Central  Nervous  System- 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal 
confusion,  hyperactivity,  lethargy,  psychotic 
reactions,  restlessness,  and  headache.  Autonomic  | 
Nervous  System— Dryness  of  mouth,  blurred  vision 
constipation,  nausea,  vomiting,  diarrhea,  nasal 
stuffiness,  and  pallor.  Endocrine  System— 
Galactorrhea,  breast  engorgement,  amenorrhea, 
inhibition  of  ejaculation,  and  peripheral  edema. 
Skin— Dermatitis  and  skin  eruptions  of  the  urticari; 
type,  photosensitivity.  Cardiovascular  System— 
Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine  hydrochloride). 
While  there  is  no  evidence  at  present  that  these 
changes  are  in  any  way  precursors  of  any  significan 
disturbance  of  cardiac  rhythm,  several  sudden  and 
unexpected  deaths  apparently  due  to  cardiac  arrest 
have  occurred  in  patients  previously  showing 
electrocardiographic  changes.  The  use  of  periodic 
electrocardiograms  has  been  proposed  but  would 
appear  to  be  of  questionable  value  as  a predictive 
device.  Other— A single  case  described  as 
parotid  swelling. 

Mellaril 

(Thioridazine  HC1) 

25  mg.t.i.d. 

for  moderate  to  severe  anxiety 
and  mixed  anxiety- depression 
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PHYSICIANS  SERVICE  IN  1968 
AND  1969 

('Continued  from  Page  280) 

fits  not  available  previously  and  is  a demonstra- 
tion, I believe,  of  your  Blue  Shield  Plan’s  capa- 
bility of  meeting  the  growing  demands  of  a health 
conscious  community  for  comprehensive,  first  dol- 
lar medical  prepayment  coverage. 

These  have  been  part  of  Blue  Shield’s  local  ef- 
forts to  “systemitize”  our  non-system  of  health 
care,  and  it  may  well  be  that  Rhode  Island  has 
made  more  progress  toward  this  end  than  elsewhere 
in  the  nation.  Nevertheless,  much  remains  to  be 
done.  For  example,  in  this  coming  year  we  must 
do  more  to  educate  both  physicians  and  patients 
on  the  why’s  and  proper  use  of  the  new  health 
care  benefits  available;  we  must  attempt  to  achieve 
better  coordination  and  communication  between 
physicians,  hospitals,  Blue  Cross  and  Blue  Shield 
and  patients  themselves,  and  we  must  more  effec- 
tively monitor  our  system  by  more  definitive  utili- 
zation review  of  the  types  and  amount  of  services 
rendered. 

It  will  be  interesting,  for  example,  to  determine 
how  much,  if  any,  hospital  utilization  patterns 
change  for  members  covered  by  the  new  prevailing 
fee  Blue  Shield  Plan,  since  this  Plan  essentially 
provides  a complete  range  of  diagnostic  and  thera- 
peutic services  outside  the  hospital. 

Despite  the  efforts  of  Blue  Shield  Plans  here 
and  elsewhere  to  provide  comprehensive  coverage 
to  those  who  can  afford  it,  there  remains  a seg- 
ment of  the  population  who  at  present  is  not  given 
access  to  high  quality  of  medical  care,  for  a va- 
riety of  reasons  including  cost. 

It  is  estimated  that  nationally  some  thirty  mil- 
lion Americans  are  denied  the  right  of  quality  care. 
And,  while  everyone  agrees  that  some  systematic 
way  of  bringing  total  health  care  to  them  must  be 
found,  there  again  is  widespread  disagreement  as 
to  the  most  effective  method. 

For  example,  Title  XIX  seemed  to  be  a promis- 
ing beginning  when  it  was  introduced  widely  about 
two  years  ago.  But  staggering  costs  have  forced 
even  the  wealthier  states  to  cut  their  ambitious 
Title  19  programs  back  to  where  they  hardly  meet 
the  test  of  adequacy.  Other  states,  especially  in 
the  poorer  areas  of  the  country  where  the  need  is 
greater,  have  been  very  reluctant  to  enter  the 
program,  and  in  still  other  areas  Medicaid  has  run 
into  serious  administrative  difficulties.  As  one  writ- 
er puts  it,  the  Medicaid  program  “has  become  a 
chaos  of  warring  social  philosophies,  clashing  med- 
ical approaches  and  balkanized  administrative  prac- 
tices.” To  date  there  are  still  seven  states  with  no 
Medicaid  programs  at  all,  and  many  of  the  exist- 
ing programs  are  in  trouble. 


If  government  subsidy  of  health  care  for  the 
disadvantaged  is  necessary,  we  still  believe  that 
a more  promising  approach  might  be  for  State 
governments  to  provide  Title  XIX  coverage 
through  the  Blue  Shield  Plans  on  a prepaid  group 
basis.  We  have  suggested  this  in  the  past,  and  it 
seems  even  more  logical  now  that  the  Blue  Shield 
Plans  are  equipping  themselves  to  provide  truly 
comprehensive  care  to  the  public. 

Still  another  approach  which  has  received  much 
notice  in  the  press  recently  is  that  of  some  form 
of  national  or  universal  health  insurance.  Walter 
Reuther  of  the  AFL-CIO  is  chairman  of  a 100-man 
committee  created  to  lobby  for  such  a program. 
Internationally  known  surgeon  Michael  DeBakey 
has  been  named  Vice  Chairman  of  the  same  com- 
mittee. Senator  Edward  Kennedy  recently  has  giv- 
en his  support  to  such  a program.  Jerome  Pollack, 
associate  dean  for  medical  care  planning  at  the 
Harvard  Medical  School  has  published  numerous 
articles  supporting  a system  of  universal  health  in- 
surance. Last  year  Governor  Rockefeller  urged  the 
Federal  Government  to  enact  such  a program  while 
testifying  before  a Senate  subcommittee.  And,  the 
American  Medical  Association  last  June  and  again 
in  December  urged  vigorous  support  of  a universal 
health  insurance  program  through  a scheme  of  tax 
credits.  As  you  can  see,  the  concept  of  a national 
health  insurance  system  is  not  the  product  of  a 
particular  political  philosophy.  Rather,  it  is  being 
boardly  supported  as  a possible  solution  to  a prob- 
lem of  such  dimensions  and  complexity  that  no  in- 
dividual or  group  of  individuals  can  hope  to  solve 
ia  independently. 

If  a national  health  insurance  system  of  some 
type  were  arrived  at  as  a feasible  solution,  where 
would  Blue  Shield  fit  into  the  picture?  In  my 
opinion,  the  nation’s  82  Blue  Shield  Plans  are  in 
excellent  position  to  underwrite  and/or  administer 
such  a program.  I single  out  Blue  Shield  for  several 
reasons: 

First,  the  action  last  October  of  the  National 
Association  of  Blue  Shield  Plans,  requiring  mem- 
ber Plans  to  provide  a payment  in  full  plan  and 
comprehensive  scope  of  benefits,  has  given  Blue 
Shield  the  necessary  benefit  package; 

Second,  Blue  Shield  has  the  support  of  the 
medical  profession,  whose  cooperation  is  neces- 
sary to  the  implementation  of  any  kind  of  sys- 
tem. Where  Blue  Shield  acts  as  intermediary 
for  the  Medicare  and/or  Medicaid  programs, 
the  acceptance  of  the  programs  by  the  medical 
profession  has  been  most  gratifying. 

Third,  Blue  Shield  has  demonstrated  through 
its  past  and  present  performance  that  it  can  do 
the  job  better  and  cheaper  at  the  local  level. 

(Concluded  on  Page  289) 
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Rhode  Island  Medical  Society  Physicians  Service 


Report  of  the  20th  Annual  Meeting 
of  the  Corporation  Held  In  Provi- 
dence, R.I.  on  March  26,  1969 


The  20th  annual  meeting  of  the  Corporation  of 
the  Rhode  Island  Medical  Society  Physicians  Serv- 
ice was  held  at  the  Blue  Cross  Building,  Provi- 
dence, on  Wednesday,  March  26,  1969.  The  meet- 
ing was  called  to  order  by  the  President,  Dr.  Ar- 
nold Porter,  at  5:25  p.m. 

Members  of  the  Corporation  in  attendance  were: 
Rocco  Abbate,  M.D.;  F.  Bruno  Agnelli,  M.D.; 
Edward  F.  Asprinio,  M.D.;  Paul  E.  Barber,  M.D.; 
Edmund  Billings,  M.D.;  Mr.  Albert  E.  Bonte; 
Chelcie  C.  Bosland,  Ph.D.;  J.  Robert  Bowen, 
M.D.;  Bertram  H.  Buxton,  Jr.,  M.D.;  Mr.  J. 
Austin  Carroll;  Joseph  E.  Caruolo,  M.D.;  Mr. 
George  W.  Chaplin;  John  J.  Cunningham,  M.D.; 
Morgan  Cutts,  M.D.;  Stanley  D.  Davies,  M.D.; 
John  A.  Dillon,  M.D.;  Daniel  J.  Dorman,  Jr., 
M.D.;  Charles  S.  Dotterer,  M.D.;  Herbert  Ebner, 
M.D.;  Peter  C.  H.  Erinakes,  M.D.;  Martin  E. 
Felder,  M.D.;  Henry  B.  Fletcher,  M.D.;  Alvin 
G.  Gendreau,  M.D.;  Seebert  J.  Goldowsky,  M.D.; 
John  P.  Grady,  M.D.;  Edmund  T.  Hackman, 
M.D.;  Flerbert  F.  Hager,  M.D.;  Mr.  John  J.  Hail; 
David  R.  Hallmann,  M.D.;  Robert  C.  Hayes, 
M.D.;  Waldo  O.  Hoey,  M.D.;  Joseph  J.  Lambiase, 
M.D.;  Rev.  Joseph  L.  Lennon,  O.P.;  Robert  V. 
Lewis,  M.D.;  Thomas  R.  Littleton,  M.D.;  Vin- 
cent I.  MacAndrew,  M.D.;  William  J.  MacDonald, 
M.D.;  Earl  J.  Mara,  M.D.;  Peter  L.  Mathieu,  Jr., 
M.D.;  William  A.  McDonnell,  M.D.;  James  A. 
McGrath.  M.D.;  Gustavo  A.  Motta,  M.D.;  Judge 
Florence  K.  Murray;  Raul  Nodarse,  M.D.;  Fred- 
erick A.  Peirce,  Jr.,  M.D.;  Ralph  F.  Pike,  M.D.; 
Arnold  Porter,  M.D.;  Carl  S.  Sawyer,  M.D.;  Fran- 
cis L.  Scarpaci,  M.D.;  Richard  P.  Sexton,  M.D.; 
Stanley  D.  Simon,  M.D.;  William  R.  Thompson, 
M.D.;  John  Turner,  II,  M.D.;  Henry  M.  Tysz- 
kowski,  M.D.;  John  M.  Vesey,  M.D.;  Joseph  E. 
Wittig,  M.D.;  and  F.  Edward  Yazbak.  M.D. 

Also  in  attendance  were  Messrs.  William  E. 
McCabe,  legal  counsel;  Gerald  Harrington,  associ- 
ate legal  counsel;  John  E.  Farrell,  executive  sec- 
retary; and  Messrs.  Arthur  Hanley,  executive  di- 
rector; Frank  Adae,  associate  executive  director; 
Joseph  Sullivan,  assistant  director;  and  other 
members  of  the  administrative  staff. 

Members  absent  were:  Charles  J.  Ashworth, 
M.D.;  John  T.  Barrett,  M.D.;  Joseph  E.  Cannon, 
M.D.;  Nathan  Chaset,  M.D.;  Frederick  C.  Eckel, 


M.D.;  Mr.  Emil  E.  Fachon;  Charles  L.  Farrell, 
M.D.;  Warren  W.  Francis,  M.D.;  Frank  D.  Fra- 
tantuono,  M.D.;  Irving  T.  Gilson,  M.D.;  Mr.  John 
J.  Halloran;  Milton  W.  Hamolsky,  M.D.;  Thomas 
F.  Head,  M.D.;  Stephen  J.  Hoye,  M.D.;  Mr.  Paul 
P.  Johnson;  Francis  D.  Lamb,  M.D.;  Mr.  Charles 
V.  McCaffrey;  Frank  Merlino,  M.D.;  Mr.  Felix 
Mirando;  James  B.  Moran,  M.D.;  Edwin  B. 
O'Reilly,  M.D.;  Alton  Pauli,  M.D.;  Mr.  George 
R.  Ramsbottom;  Joseph  L.  C.  Ruisi,  M.D.;  Mr. 
John  Shepard,  II;  Orland  F.  Smith,  M.D.;  Leon- 
ard S.  Staudinger,  M.D.;  Banice  M.  Webber, 
M.D.;  and  Elihu  S.  Wing,  Jr.,  M.D. 

Annual  Report  of  the  Secretary 
The  President  noted  that  the  annual  report  of 
the  Secretary,  Judge  Florence  Murray,  was  in- 
cluded in  the  handbook  issued  to  the  members  with 
the  call  of  the  meeting,  and  he  stated  a reading 
would  not  be  made  of  the  report  unless  there  was 
a request  for  it. 

Action-.  A motion  was  made,  seconded  and  voted 
that  the  report  of  the  Secretary,  as  submitted, 
be  approved  and  placed  on  record. 

Annual  Report  of  the  Treasurer 
Mr.  George  Chaplin,  Treasurer,  noted  that  com- 
parative financial  statements  for  the  years  1968 
and  1967  had  been  included  in  the  handbook  of 
reports  issued  to  members  with  the  call  for  the 
meeting.  He  discussed  the  highlights  of  the  1968 
statistics,  pointing  out  the  increase  added  to  in- 
vestments, and  increased  claims’  payments  due  to 
increased  member  benefits,  and  the  distribution  of 
the  Physician  Service  dollar  which  reflected  ap- 
prox  mately  88  cents  for  claims  expense,  nine 
cents  for  operating  expense,  and  three  cents  added 
to  reserve. 

Action : A motion  was  made,  seconded  and  voted 
that  the  financial  report,  as  submitted,  be  ac- 
cepted and  placed  on  file. 

Annual  Report  of  the  President 
Dr.  Arnold  Porter,  President,  read  his  annual 
report,  copy  of  which  is  made  part  of  the  official 
records  of  the  meeting. 

Nominees  for  Board  of  Directors 
Dr.  John  Turner,  II,  chairman  of  the  commit- 
tee on  nominations,  reported  that  his  committee 
submitted  for  three  year  terms  each  on  the  Board 
of  Directors  of  Physicians  Service  the  following: 
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Chelcie  C.  Bosland,  Ph.D. 

J.  Austin  Carroll 

Reverend  Joseph  L.  Lennon,  O.P. 

Action : A motion  was  made,  seconded  and  voted 
that  the  nominees  submitted  by  the  Committee 
on  Nominations  be  elected. 

* * * 

Doctor  Turner  reported  receipt  of  a communi- 
cation from  Dr.  Stephen  J.  Hoye,  Secretary  of  the 
Rhode  Island  Medical  Society,  stating  that  the 
Society  nominated  for  three  year  terms  each  on 
the  Board  of  Director  of  Physicians  Service  the 
following: 

Edmund  T.  Hackman,  M.D. 

Frederick  A.  Peirce,  M.D. 

Arnold  Porter,  M.D. 

Stanley  D.  Simon,  M.D. 

Action : A motion  was  made,  seconded  and  voted 
that  the  physicians  nominated  by  the  Rhode 
Island  Medical  Society  be  elected  as  members 
of  the  Board  of  Directors. 

Report  of  the  Executive  Director 

Mr.  Arthur  F.  Hanley,  Executive  Director,  gave 
an  illustrated  presentation  on  the  programs  and 
activities  carried  on  by  the  administrative  staff  of 
Physicians  Service-Blue  Cross.  He  pointed  out  that 
Blue  Cross  now  serves  773,000  subscribers  and 
issue  approximately  350  different  contracts  to 
meet  varying  needs. 

He  illustrated  the  development  of  Physicians 
Service  from  its  original  A and  B Plans,  to  the 
development  of  a major  medical  program,  special 
national  account  programs,  the  servicing  of  the 
federal  employees  program,  a special  student  plan, 
and  several  programs  jointly  sponsored  with  Blue 
Cross  to  provide  flexible  benefits. 

He  noted  the  growth  of  Blue  Shield  subscribers 
to  a total  of  692,456,  with  a claim  load  of  487,553 
cases  in  1968  handled  by  a staff  of  119  employees, 
and  costing  $13,298,244.  He  noted  in  particular 
the  operating  cost  trends  which  had  risen  only 
eleven  cents  in  the  period  from  1964  through  1968. 

Miscellaneous  Business 

Doctor  Porter  noted  that  the  handbook  for  the 
meeting  had  included  reference  to  a possible  80-20 
plan  under  the  usual  and  customary  fee  schedule, 
but  since  the  matter  has  not  been  considered  by 
the  Professional  Advisory  Committee  it  would  be 
first  referred  to  that  Committee,  and  therefore 
would  not  be  subject  to  discussion  by  the  Cor- 
poration at  this  meeting. 

* * * 

Questions  were  raised  by  members  of  the  Cor- 
poration regarding  the  home  and  office  coverage 
presented  as  an  option  under  the  100-Plan  sub- 
mitted to  the  Department  of  Business  Regulation 


after  Board  approval.  Mr.  Sullivan,  for  the  ad- 
ministrative staff,  answered  some  of  the  questions. 
Adjournment 

The  meeting  was  adjourned  at  6:25  p.m.,  and 
the  members  present  were  guests  of  the  Corpora- 
tion for  a social  hour  and  dinner. 

Judge  Florence  K.  Murray 
Secretary 

ANNUAL  REPORT  OF  THE  SECRETARY 

To  the  members  of  the  corporation: 

In  1968  the  Corporation  held  its  annual  meeting 
in  March,  and  two  special  meetings,  one  in  Sep- 
tember and  one  in  November. 

The  Board  of  Directors  held  nine  meetings  dur- 
the  year. 

At  the  19th  annual  meeting  of  the  Corporation, 
held  at  the  Sheraton-Biltmore  Hotel  on  March  13, 
the  annual  reports  of  the  officers  were  received 
and  approved,  and  the  Corporation  elected  for 
three-year  terms  each  to  the  Board  of  Directors, 
Drs.  Paul  E.  Barber,  Seebert  J.  Goldowsky,  Robert 
V.  Lewis,  and  Leonard  Staudinger,  and  for  three- 
year  terms  each  as  public  representatives,  Messrs. 
John  J.  Hall  and  Paul  Johnson,  and  Judge  Flo- 
rence K.  Murray.  At  this  meeting  the  Corporation 
also  approved  of  benefit  changes  in  the  basic  A 
and  B Plans,  and  in  the  ‘‘65”  Plan. 

(Continued  on  next  page) 


HISTO  IS  CONFUSING. 

Histoplasmosis  can  mimic  such  unrelated  diseases  as 
TB,  leukemia,  pneumonia  and  syphilis.  Use  the  blue 
Histoplasmin  LEDERTINE™  Applicator  as  the  first  step 
in  differential  diagnosis  and  as  a routine  step  in  physical 
examinations  for  the  permanent  records  of  your  patients. 

HISTOPLASMIN,  TINE  TEST 

(Rosenthal) 

Precautions— Nonspecific  reactions  are  rare,  but  may  occur.  Vesi- 
culation,  ulceration  or  necrosis  may  occur  at  test  site  in  highly 
sensitive  persons.  The  test  should  be  used  with  caution  in  pa- 
tients known  to  be  allergic  to  acacia,  or  to  thimerosal  (or  other 
mercurial  compounds). 

LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

473-» 
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The  special  meeting  of  the  Corporation  held  at 
the  R.I.  Medical  Society  Library  on  September  9th 
was  for  the  purpose  of  considering  new  benefit  pro- 
posals and  a change  in  the  method  of  paying  non- 
participating physicians  under  prevailing  fees  pro- 
grams. 

The  October  special  meeting,  also  held  at  the 
Medical  Society  Library,  was  for  the  purpose  of 
considering  a proposed  Physicians  Service  Prevail- 
ing Fees  Program,  and  also  a New  Participating 
Physician's  Agreement. 

At  the  annual  meeting  of  the  Board  of  Directors, 
held  on  April  29th,  the  following  were  elected  as 
officers: 

Arnold  Porter,  M.D..  President 
Earl  J.  Mara,  MAY.,  Vice  President 
Florence  K.  Murray,  Secretary 
George  W.  Chaplin.  Treasurer 

The  Board  also  elected  its  standing  committees 
at  this  meeting,  as  authorized  under  the  bylaws. 


The  year  was  a very  busy  one  as  the  Corpora- 
tion moved  its  administrative  offices  to  the  new 
Blue  Cross  Building  at  444  Westminster  Mall. 

At  the  nine  meetings  of  the  Board  the  many 
problems  of  the  claims  and  professional  advisory 
committees  were  reviewed  and  acted  upon;  the  fi- 
nancial statements  of  the  Corporation,  prepared  on 
a monthly  basis,  were  carefully  reviewed  and  ex- 
plained by  the  treasurer;  additional  coverages  for 
subscribers  were  encouraged  and  instituted  prompt- 
ly; work  was  undertaken  on  the  prevailing  fees 
program;  the  rate  filings  for  1969  were  highlighted 
by  the  action  of  the  Board  and  the  Corporation 
to  seek  no  increase  in  premium  charges;  and  the 
enrollment  reached  an  all-time  high  with  over  80 
per  cent  of  the  state's  eligible  population  coverd, 
and  with  major  medical  coverage  almost  doubling 
during  the  year. 


ANNUAL  REPORT  OF  THE  TREASURER 
RHODE  ISLAND  MEDICAL  SOCIETY  PHYSICIANS  SERVICE 


FINANCIAL  STATEMENTS 
Statement  of  Income  and  Expense: 

AS  OF  DECEMBER 

31,  1967  & 1968 

Increase 

Income: 

Dec.  31, 1967 

Dec.  31, 1968 

(Decrease) 

Received  from  Subscribers  

$14,801,305 

$13,709,337 

$1,091,968 

Income  froom  Investments  

343,037 

221,513 

121,524 

TOTAL  INCOME  

$15,144,342 

$13,930,850 

$1,213,492 

Expenses: 

Claims  Payments  

Operating  Expenses  

TOTAL  EXPENSES  

Net  Gain  or  (Loss)  to  Reserves 

Comparative  Balance  Sheet: 


$13,298,244 

$11,495,804 

$1,802,440 

1,351,701 

1,154,687 

197,014 

$14,649,945 

$12,650,491 

$1,999,454 

$ 494,397 

$ 1,280,359 

$ (785,962) 

Assets: 

Cash  in  Bank  and  on  Hand 

Accounts  Receivable  

Investments  

TOTAL  ASSETS  


$ 397,042  $ 1,018,464  $(621,422) 

925,795  653,565  272,230 

7,889,512  6,177,056  1,712,456 

$ 9,212,349  $ 7,849,085  $1,363,264 


Liabilities: 

Accounts  Payable  $ 1,251,104  $ 1,077,065  $ 174,039 

Accrued  for  Claims  2,962,980  2,325,237  637,743 

Unearned  Subscriptions  288,351  266,998  21,353 

Other  Liabilities  9,285  2,075  7,210 


TOTAL  LIABILITIES  $ 4,511,720  $ 3,671,375  $ 840,345 


Reserves: 

Reserve  for  Excess  Losses  $ 3,700,629  $ 3,177,710  $ 522,919 


Statutory  Reserve  1,000,000  1,000,000 


TOTAL  RESERVES  

Total  Liabilities  & Reserves  

$ 4,700,629 
$ 9,212,349 

$ 4,177,710 
$ 7,849,085 

$ 522,919 
$1,363,264 

Distribution  of  Physicians  Service  Dollar: 

Claims  Expense  

.878 

.827 

.051 

Operating  Expense  

.089 

.082 

.007 

Added  to  Reserves  

.033 

.091 

(.058) 

TOTAL  SPENT  

1.000 

1.000 
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RHODE  ISLAND  MEDICAL  SOCIETY  PHYSICIANS  SERVICE 
COMPARISON  OF  STATISTICS  — YEARS  1967  AND  1968 


Physicians  Service  Subscribers  

People  Served  Under  Government  Programs  

(Medicare  Part  B) 

People  Served  Under  P/S  Additional  Programs  . 

(Major  Medical,  Extended  Benefits,  F.E.  Program) 
Firms  With  Physicians  Service  Coverage 
Firms  Buying  Physicians  Service  for  Employees 

Benefit  Payments,  Physicians  Service  

Benefit  Payments,  Federal  Programs 
Total  Benefits  Paid  Since  Start  of  Plan 

Total  Assets  

Total  Income  

Total  Reserves  

Operating  Expenses  

Operating  Expense  % 

Benefit  Payment  Ratio  

Number  of  Cases  Paid  (All  Operations)  

Number  of  Physicians  Service  Cases  Paid 
Number  of  Participating  Physicians  


Great  credit  accrues  to  the  fine  work  done  by 
the  committees  and  the  Board  during  the  year  in 
carrying  forward  the  many  activities  of  the  Cor- 
poration. 

Judge  Florence  K.  Murray 
Secretary 


PHYSICIANS  SERVICE  IN  1968 
AND  1969 


Increase 


1968 

1967 

(Decrease) 

692,456 

682,789 

9,667 

99,000 

92,700 

6,300 

325,548 

239,689 

85,859 

3,507 

3,336 

171 

2,651 

2,365 
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$ 

13,298,244 

$ 

11,495,804 

$ 1,802,440 

$ 

7,325,707 

$ 

5,656,287 

$ 1,669,420 

$147,551,521 

$126,927,570 

$20,623,951 

$ 

9,212,349 

$ 

7,849,086 

$ 1,363,263 

$ 

15,144,342 

$ 

13,930,850 

$ 1,213,492 

$ 

4,700,629 

$ 

4,177,711 

$ 522,918 

$ 

1,351,701 

$ 

1,154,687 

$ 197,014 

8.9% 

8.2% 

.7% 

87.8% 

82.7% 

5.1% 

689,144 

549,621 

139,523 

487,553 

407,319 

80,234 

1,103 

1,072 

31 

Here  in  Rhode  Island,  we  must  work  further  to 
improve  our  already  broad  base  of  coverage  and 
scope  of  benefits.  We  must  seek  new  ways  to  reach 

those  who  currently  do  not  have  proper  access  to 
adequate  care.  We  must  show  a willingness  to  ex- 
periment with  new  patterns;  an  eagerness  for  new 
ideas.  By  so  doing  we  will  be  able  to  look  with 
pride  into  the  past,  and  with  confidence  into  the 
future. 


(Concluded  from  Page  285) 

Physicians  are  all  too  familiar  with  bureaucra- 
cies, red  tape  and  delays  of  most  government 
programs,  and  we  have  gained  a new  respect  for 
the  expertise  and  capabilities  of  Blue  Shield 
through  experience  with  Medicare  and  other 
federal  programs. 

In  conclusion,  I would  like  to  cite  the  same  Time 
article  I mentioned  earlier.  “It  will  take  time,”  the 
magazine  said,  “for  the  emergence  of  a better  or- 
ganized system  for  the  delivery  of  medical  care.” 
This  seems  to  me  to  be  stating  the  obvious.  There 
are  no  panaceas,  else  we  would  have  found  them 
long  ago.  But  Time  goes  on  to  say  that  whatever 
the  patterns  ahead,  “the  voluntary  programs  are 
expected  to  predominate.”  The  climate  is  right  for 
further  meaningful  experimentation  with  combined 
government/voluntary  programs,  if  proper  ap- 
proaches can  be  devised. 

Finally,  I would  quote  John  Gardner,  former 
Secretary  of  Health,  Education  and  Welfare,  who 
said  that  ‘‘we  cannot  go  on  as  we  have  in  the  past. 
New  patterns  will  be  necessary;  standing  back  and 
condemning  the  solutions  that  others  devise  won’t 
stem  the  tide  of  change.” 


ACHROMYCIN8  V 

TETRACYCLINE  HCl 
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NEW  YORK  CITY  SITE  OF  AMA'S 
1969  ANNUAL  CONVENTION 

New  York  City  is  the  site  of  the  American  Med- 
ical Association's  118th  Annual  Convention,  July 
13  through  17. 

The  nation's  largest  city  has  been  host  to  two 
AMA  annual  conventions  in  this  decade  — in  1961 
and  1965  — and  attendance  at  each  exceeded 
60,000. 

A total  registration  of  60,000  is  predicted  for 
the  1969  convention,  including  some  22,500  physi- 
cians. Medical  students,  nurses  and  other  members 
of  allied  medical  professions,  industrial  exhibitors, 
and  guests  make  up  the  rest  of  the  registrants. 

Four  general  scientific  sessions  are  planned: 

• Human  Sexuality 

• Physical  Fitness  and  Aging 

• Impact  of  Medical  Education  on  Patient  Care 

• Chronic  Pulmonary  Insufficiency  and  Air 
Pollution  Problems 

Each  of  22  scientific  sections  also  will  present 
a program.  The  23rd  section  - — on  special  topics 
— plans  six  sessions: 

• Drug  Utilization  (in  cooperation  with  AMA's 
Council  on  Drugs) 

• Mental  Health  Dynamics  in  the  Pre-School 
Child  (in  cooperation  with  AMA’s  Council  on 
Mental  Health) 

• Disaster  Planning  for  Aviation  Accidents  (in 
cooperation  with  AMA's  Committee  on  Disaster 
Medical  Care) 

• Neurological  Surgery 

• Nuclear  Medicine 

• Plastic  and  Maxillofacial  Surgery 

The  May  26  issue  of  The  Journal  of  the  Ameri- 
can Medical  Association  will  list  the  entire  scien- 
tific program. 

STAY  YOUTHFUL,  REMAIN  THIN, 
CANTANKEROUS 

The  weight  of  medical  evidence  seems  to  be 
leaning  heavily  against  those  who  overeat. 

Current  thinking,  according  to  the  Health  In- 
stitute, is  that  you  should  keep  your  mind  open 
and  your  refrigierator  closed. 


An  Iowa  physician,  offering  advice  on  remaining 
youthful,  had  these  additional  suggestions: 

• Stay  neat,  skinny  and  cantankerous. 

• Keep  a youthful  mind  and  thoughts. 

• Listen  to  the  new  generation. 

• Exercise  within  the  limits  of  your  capabilities. 
Walking  is  the  best  single  exercise.  Swimming  also 
is  an  excellent  form  of  exercise. 

• Do  something.  Use  your  capabilities  to  the 
maximum. 

The  physician  pointed  out  that  you  are  old  if 
you  are  (a)  complacent  (b)  if  you  think,  “I  am 
too  old  for  that,"  or  (c)  '‘Tomorrow  holds  no  prom- 
ise for  me.” 

He  noted  that  men  are  old  if  they  read  the 
obituaries  before  they  turn  to  the  sports  pages, 
or  if  they  check  the  menu,  and  then  the  waitresses. 

SENIOR  CITIZENS  CONCUR:  CHARGE  "CULTISM" 

The  National  Council  of  Senior  Citizens,  repre- 
senting more  than  two  million  persons,  has  de- 
clared chiropractic  to  be  “cultist,”  and  called  for 
the  continued  rejection  of  all  attempts  to  include 
chiropractic  under  Medicare. 

The  Senior  Citizens’  position  is  given  in  a two- 
page  spread  in  the  January  issue  of  Senior  Citizens 
News. 

The  publication  notes  testimony  by  the  council’s 
Executive  Director,  William  R.  Hutton,  before 
both  House  and  Senate  committees  in  Washington, 
urging  exclusion  of  chiropractic  under  Medicare. 

The  publication  says  that  in  the  seven  months 
which  passed  since  the  National  Council’s  1968 
convention  rejected  chiropractic,  only  three  of  the 
Council's  2,500  affiliated  groups  have  passed  reso- 
lutions favoring  chiropractors. 

It  says  the  National  Council  has  the  strong  sup- 
port of  some  of  America's  most  distinguished  phy- 
sicians. some  of  whom  fought  for  the  enactment  of 
Medicare  and  in  so  doing  opposed  the  AMA. 

‘‘Yet,”  the  publication  said,  “the  National  Coun- 
cil's medical  advisers  have  stood  solidly  with  their 
colleagues  in  organized  medicine  in  condemning 
chiropractic  as  an  unscientific  cult  . . . they  feel 
it  makes  more  sense  to  prohibit  chiropractic  alto- 
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gether  than  to  consider  its  inclusion  under  Medi- 
care.” 

The  Council  stressed  that  in  medical  service 
there  can  be  no  second  best,  and  there  is  no  room 
for  a double  standard  of  health  care  — one  scien- 
tific and  the  other  non-scientific. 

. . . AMA  News,  January  20,  1969 

CALIFORNIA  SPONSORS  BILL  TO  CHANGE 
CONCEPT  "RES  IPSA  LOQUITUR" 

The  California  Medical  Association  is  sponsor- 
ing a bill  now  in  the  legislature  that  will  change 
the  concept  of  the  controversial  doctrine  res  ipsa 
loquitur  — “the  thing  speaks  for  itself.” 

The  bill  (S.B.  351)  was  introduced  by  Senator 
Lewis  Sherman  of  Oakland.  A hearing  is  expected 
to  be  conducted  on  the  proposed  measure  by  the 
Senate  Judiciary  Committee  in  the  near  future. 

The  change,  in  essence,  is  that  courts  of  law 
recognize  the  doctrine  only  as  circumstantial  evi- 
dence. 

The  new  concept  stems  from  a six-month  study 
under  the  direction  of  CMA  Legal  Counsel  Howard 
Hassard  and  conducted  by  David  S.  Rubsamen, 
M.D.,  LL.B.,  of  San  Francisco,  who  has  published 
many  articles  in  legal  journals  and  is  a recognized 
authority  on  the  doctrine. 

CMA  Council  authorized  the  study  last  August 
following  a recommendation  from  the  CMA  Med- 
ical Review  and  Advisory  Committee. 

POPULATION  GAINS  IN  THE  UNITED  STATES 
AND  CANADA 

During  1968,  both  the  United  States  and  Cana- 
da recorded  modest  gains  in  population,  the  total 
for  the  two  countries  reaching  nearly  223,200,000 
by  the  end  of  the  year.  In  the  United  States,  the 
population  increased  by  about  two  million,  bring- 
ing the  total,  including  the  Armed  Forces  overseas, 
to  202,250,000.  This  represented  an  increment  of 
only  1.0  per  cent  for  the  year  — the  smallest 
annual  increase  in  1940.  Canada  added  310,000 
inhabitants  during  1968,  raising  its  population  to 
20,940,000.  This  rise  of  1.5  per  cent  for  the  year 
was  well  below  the  average  annual  increase  of  1.9 
per  cent  experienced  in  the  past  decade. 

The  reduced  population  growth  in  the  United 
States  during  1968  reflects  in  part  the  downswing 
in  births  during  the  first  half  of  the  year;  the 
indications  are  that  the  recent  years’  decline  may 
have  come  to  a halt  during  the  late  months  of 
1968.  Even  so,  last  year,  for  the  first  time  since 
1946,  births  dropped  below  the  3J^  million  mark. 
There  were  about  3,460,000  registered  live  births 
in  1968,  compared  with  3,520,959  the  year  before 
and  3,606,275  in  1966.  The  number  of  births  in 
1968  corresponds  to  a rate  of  17.3  per  1,000  pop- 
ulation. 

(Continued  on  next  page) 


THE 

PITCHER 

OF 

HEALTH... 


MUNROE  MILK 

As  in  most  things,  there  is  a 
“perfectionist”  ...  and  with 
milk  and  dairy  products,  we  at 
Munroe  are  just  that. 

Latest  scientific  equipment  and 
techniques  of  the  most  modern 
dairy,  as  well  as  constant  care 
that  our  name  goes  on  only  the 
very  best,  is  your  assurance  of 
uniform  quality,  consistently. 

It’s  been  that  way  with  us 
since  1881. 
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Infant  mortality  in  the  United  States  decreased 
in  1968,  reaching  a new  low  of  about  21.7  per 

1.000  live  births;  the  previous  low  was  about 
22.2  in  1967.  The  current  infant  mortality  rate  is 
one  fifth  below  the  rate  of  a decade  ago  and  al- 
most one  third  below  that  of  two  decades  ago. 

Whereas  infants  and  children  experienced  fa- 
vorable mortality  in  1968,  the  death  rate  for 
persons  aged  20  and  over  increased  somewhat, 
primarily  as  a result  of  the  widespread  outbreaks 
of  influenza  and  other  respiratory  diseases  in  the 
early  and  late  months  of  the  year.  The  crude 
death  rate  for  the  total  population  was  about  9.7 
per  1,000  in  1968,  compared  with  9.4  the  year 
before  and  9.5  in  1966.  The  number  of  deaths  last 
year  rose  by  approximately  80,000  to  a new  high 
of  about  1,930.000. 

Due  to  the  increase  in  deaths  and  the  decrease 
in  registered  births,  the  natural  increase  in  popu- 
lation was  only  1,530,000  in  1968.  This  was  about 

140.000  below  the  increment  in  1967  and  smaller 
than  that  in  any  year  since  1945.  The  United 
States  also  gained  over  450.000  persons  through 
migration  during  1968,  or  approximately  the  same 
number  as  during  the  year  before. 

. . . Metropolitan  Life  Statistical  Bulletin. 

February,  1969 

MANY  UNAWARE  OF  ALL  BENEFITS  IN 
HEALTH  PLANS 

“Sophisticated"  Easterners  might  well  learn 
something  about  health  insurance  from  Southern 
and  Western  folks. 

The  Health  Insurance  Institute,  reporting  on  a 
government  survey,  says  that  people  in  the  North- 
east rank  low  in  knowledge  about  their  policy  pro- 
visions. 

Westerners  and  Southerners  know  the  most  with 
a clear  edge  over  Northeasterners  and  people  from 
the  upper  Midwestern  section  of  the  country. 

May  Cost  Money 

Regional  differences  aside,  the  serious  aspect 
here  is  that  because  of  their  lack  of  knowledge 
many  people  may  be  losing  out  on  benefits  to 
which  they  are  entitled. 

The  survey  indicated  that  more  than  one  out  of 
every  four  persons  in  the  United  States  is  unaware 
of  the  benefits  they  are  entitled  to  for  physicians’ 
visits. 

In  the  surgical  expense  area,  it  was  noted  that 
one  out  of  three  persons  was  not  full  aware  of  the 
surgical  benefits  in  his  policy. 

Nationally,  the  figures  showed  that  23.6  persons 
out  of  100  in  the  Western  part  of  the  nation  did 
not  have  too  good  a knowledge  of  their  health  in- 
surance benefits  — and  this  was  the  best  average 
in  the  nation. 


In  the  South,  the  average  was  24.1  per  100;  in 
the  Northeast  it  was  31.1,  and  in  North  Central 
it  was  31.7. 

ALCOHOL  EDUCATION  LAGS  BEHIND 
LIBERALIZED  DRINKING  RULES 

On  campuses  across  the  country  rules  concern- 
ing the  drinking  of  alcoholic  beverages  have  been 
reveiwed  and  often  liberalized  as  a result.  How- 
ever, alcohol  education  programs  have  not  kept 
pace  with  these  new  developments. 

According  to  Dr.  Jack  H.  Mendelson,  chief  of 
the  National  Center  for  Prevention  and  Control  of 
Alcoholism,  National  Institute  of  Mental  Health, 
“There  is  little  indication  that  alcohol  education 
programs  are  being  implemented  in  schools  and 
colleges  to  go  along  with  liberalized  attitudes  to- 
ward drinking.” 

More  than  half  a dozen  public  and  private  col- 
leges already  permit  the  sale  of  beer  on  campus. 
Elsewhere  college  administrators  and  students  are 
discussing  the  possibility  of  selling  beer  and  other 
alcoholic  beverages  in  college  cafeterias  and  stu- 
dent centers. 

. . . ("Colleges  Liberalizing  Rules  on  Alcohol; 

Teaching  Lags,”  in  Medical  Tribune,  Oct. 

21,  1968) 

A “MUST"  FOR  40  MILLION  AMERICANS 

What  would  you  do  if  the  man  next  to  collapsed? 

One  of  the  first  things  would  be  to  check  to  see 
if  he  had  an  emergency  medical  identification  card 
or  wrist  or  ankle  tag. 

It  would,  according  to  the  Health  Institute,  be 
an  invaluable  aid  to  your  first  aid  efforts. 

The  information  on  a card  would  include  the 
phone  number  of  the  wearer's  doctor  — and  if 
necessary,  his  ailment  and  the  immediate  first  aid 
treatment  he  might  need. 

Nationwide  Effort 

That’s  why  the  American  Medical  Association  is 
conducting  a nation-wide  campaign  to  “tag”  every- 
one in  the  United  States,  either  with  a card  or  an 
actual  tag. 

The  idea  is  to  have  a means  of  emergency  iden- 
tification to  show  who  an  unconscious  person  is, 
where  he  lives,  the  name  of  his  doctor,  and  when 
or  where  he  was  immunized. 

The  information  should  also  note  any  special 
problems  that  need  immediate  attention  in  an 
emergency  or  could  cause  an  emergency. 

According  to  the  AMA,  “at  least  40  million 
people  have  health  problems  that  warrant  wearing 
a durable  signal  device  about  their  neck,  wrist  or 
ankle.” 

The  device  recommended  by  the  AMA  bears  the 
staff  of  Aesculapius  (the  familiar  insignia  of  the 
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snake  winding  around  a staff  that  has  become  a 
universal  medical  symbol). 

On  it  is  necessary  information  such  as  allergies, 
diseases,  vital  prescriptions  and  the  doctor’s  name. 
It  might  also  call  attention  to  medical  information 
in  the  patient's  pocket  or  wallet. 

Even  a healthy  person,  points  out  an  AMA 
spokesman,  should  keep  at  least  a card  in  his  wal- 
let telling  the  name  of  his  doctor,  his  allergies  and 
any  drugs  he  may  be  taking. 

You  can  receive  such  a card  along  with  a list  of 
manufacturers  who  supply  emergency  tags  by  writ- 
ing to  AMA,  Emergency  Medical  Identification 
Department,  Box  HI,  535  N.  Dearborn  St.,  Chi- 
cago, 111.  60610. 

The  latest  development  in  emergency  medical 
information  is  an  identity  bracelet  for  people  who 
want  to  donate  their  heart  or  other  organs  for 
surgical  transplant  when  they  die. 

Speed,  naturally  is  essential  in  organ  transplants, 
and  delays  because  of  ignorance  or  legal  formalities 
can  make  such  donations  useless. 

Medical  Alert  Foundation  now  has  a bracelet 
that  identifies  the  wearer  as  a potential  donor.  It 
is  inscribed  with  the  foundation’s  telephone  num- 
ber in  Turlock,  Calif.,  where  the  necessary  med- 
ical information  and  legal  papers  have  been  drawn 
up  and  filed  away. 

LOWLIEST  WORKER  AT  STATE  DOCKS  PAYS 
$600  ANNUALLY  IN  UNION  DUES 

The  most  humble  colored  laborer  at  the  Mobile 
docks  is  paying  more  than  three  times  as  much 
to  fight  for  the  cause  of  socialism  and  socialized 
medicine  as  an  Alabama  doctor  pays  for  member- 
ship in  AMA,  MASA,  and  ALAPAC  combined. 

If  one  can  accept  the  figures  publicized  in  the 
examination  of  the  books  at  Alabama's  only  port 
of  entry,  union  dues  of  this  docks  worker  amounts 
to  30  cents  an  hour,  or  $600  a year. 

Deducted  from  his  pay  envelope  at  the  end  of 
each  40-hour  week,  the  worker  sees  neither  who 
gets  his  money  nor  for  what  purpose  it  goes.  He 
has  no  voice  in  any  of  it.  Nor  is  his  “contribution” 
voluntary. 

By  contrast,  members  of  the  Medical  Associa- 
tion of  the  State  of  Alabama  (dues  $75)  usually 
join  the  American  Medical  Association  ($70)  and 
a little  more  than  a fourth  of  them  are  presently 
members  of  the  Alabama  Medical  Association  Po- 
litical Action  Committee).  For  an  additional  $10 
only  membership  for  a doctor  and  his  wife  in 
ALAPAC  but  also  membership  for  that  doctor  in 
AMPAC  (The  American  Medical  Association  Po- 
litical Action  Committee).  For  an  additional  $10 
the  doctor’s  wife  also  may  become  a member  of 
AMPAC,  and  this  is  still  less  than  a third  of  the 
amount  the  humblest  Mobile  docks  worker  is 


paying  to  wrap  up  the  medical  profession  in  a 
neat  package  of  federal  regulation. 

In  the  year  ahead  — a breathing-spell  from  the 
voting  booths  of  the  state  — ALAPAC  is  seeking 
to  double  its  membership  in  the  State,  so  that 
from  the  eminence  of  membership  strength  it  may 
be  able  the  better  to  fight  the  political  battles  in 
1970  for  all  the  doctors  in  Alabama  — and  their 
families. 

Your  political  activity  could  prove  vital  to  the 
future  practice  of  medicine,  perhaps  not  for  us, 
but  for  those  who  follow  after  us.  Our  generation 
of  doctors  inherited  a freedom-of-practice  society. 
Unless  we  fight  for  it,  we  will  pass  on  a completely 
controlled  society. 

Somehow,  this  doesn’t  seem  right.  If  we  have 
fought,  defeat  is  forgiveable.  For  apathy  and  a 
refusal  to  fight  there  is  no  excuse. 

. . . From  the  ALABAMA  M.D.,  Feb.,  1969 
Grover  C.  Murchison,  Jr.  M.D. 

Chairman,  .ALAPAC  Board  of  Directors 


ONE  SENTENCE  ESSAY 

Women  want  mediocre  men,  and  men  are  work- 
ing hard  to  be  as  mediocre  as  possible. 

. . . Margaret  Mead 


TB 

is  still 
around. 


In  1967  almost  45,000  new  active  cases  were 
reported.  Isn’t  that  a good  reason  to  make  tubercu- 
lin testing  with  the  white  LEDERTINE™  Applicator 
a routine  part  of  your  physical  examinations? 

V TUBERCULIN 
,£  TINE  TEST 

(Rosenthal)  with  Old  Tuberculin 

Precautions:  With  a positive  reaction,  consider  further 
diagnostic  procedures.  Use  with  caution  in  persons  with 
active  tuberculosis  or  known  allergy  to  acacia.  Vesicula- 
tion,  ulceration,  or  necrosis  may  occur  at  the  test  site  in 
highly  sensitive  persons. 

LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  N.  Y. 

472-* 


May  1969 
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WASHINGTON  SCENE 

(Concluded  from  Page  253) 

H.  Phillip  Hampton.  M.D.,  Tampa,  Fla.,  testi- 
fying for  the  AMA,  said  the  AMA  continues  its 
long-standing  support  of  the  Hill-Burton  program 
but  believes  that  "the  major  need  that  exists  today 
is  for  the  improvement  and  effective  use  of  exist- 
ing facilities.” 

“Priority  for  modernization  and  the  upgrading 
of  existing  facilities  will  lessen  the  strain  on  the 
available  supply  of  health  personnel  needed  to  pro- 
vide services  obstained  in  hospitals  and  related  fa- 
cilities,” he  said. 

The  AMA  supported  a provision  in  one  of  the 
two  Hill-Burton  bills  before  the  subcommittee  that 
would  permit  states  to  transfer  funds  from  one 
allocation  to  another,  providing  "further  elasticity 
to  the  transfer  of  funds  from  construction  to  mod- 
ernization.” 

The  AMA  opposed  as  unnecessary  the  establish- 
ment of  Hill-Burton  priorities  for  construction  or 
modernization  of  outpatient  facilities  or  facilities 
to  provide  comprehensive  health  care.  Such  needs 
should  be  met  through  other  laws  already  enacted, 
the  AMA  said.  Dr.  Hampton  explained: 

“We  hope  to  make  this  point  clear:  We  under- 
stand the  part  played  by  hospital  outpatient  de- 
partments in  providing  a place  for  necessary  serv- 
ices to  a community,  and  to  the  role  played  in 
teaching  and  training.  But  we  believe  that  any 
need  for  outpatient  facilities,  separate  and  apart 
from  the  hospital,  or  for  free-standing  diagnostic 
and  treatment  centers  — or  whatever  they  may  be 
called  — can  be  met  through  other  programs 
which  provide  federal  assistance.  The  Hill-Burton 
program  is  not  the  appropriate  vehicle  for  grants 
or  priorities  for  such  separated  facilities.  Nothing 
has  been  demonstrated  which  indicates  either  pub- 
lic benefit  or  public  acceptance  for  this  concept  of 
providing  ambulatory  medical  care  through  hos- 
pital operated,  rather  than  physician  operated, 
neighborhood  clinics.” 


BOOK  REVIEW 

(Concluded  from  Page  256) 

the  highly  medically  educated  present-day  layman. 

The  diagrams  are  excellent  with  the  exception 
of  one  supposed  to  show  the  “typical”  facial  dis- 
tribution of  basal  and  squamous  cell  cancer.  It 
looks  more  like  a demonstration  of  facial  psoriasis 
or  lupus.  The  blurred  (offset)  pictures  of  cancer 
of  the  skin,  also  called  “typical,”  are  unfair  to  the 
reader. 

A less  expensive  edition  would  bring  this  valu- 
able material  to  many  more  readers. 

Francesco  Ronchese,  m.d. 


MASSACHUSETTS  AND  NEW  HAMPSHIRE 
RECEIVE  $342,721  FEDERAL  GRANT  TO  HELP 
HEART  PATIENTS 

Award  of  a first  annual  grant  of  $342,721  to 
help  heart  patients  in  the  inner  city  and  rural 
north  receive  better  care  was  announced  recently 
by  members  of  Congress  from  Massachusetts,  New 
Hampshire,  and  Rhode  Island  and  the  Tri-State 
Regional  Program  serving  these  three  states. 

The  Tri-State  program,  directed  by  Dr.  Leona 
Baumgartner,  will  use  $298,273  of  the  money  to 
support  a program  of  comprehensive  cardiovascular 
disease  care  centered  at  the  Boston  City  Hospital. 
This  is  a combined  program  involving  three  med- 
ical schools  and  twelve  hospitals  in  the  Boston 
area,  and  is  designed  to  train  more  doctors,  nurses, 
and  other  health  professionals  from  hospitals 
throughout  the  region.  The  program  for  the  first 
time  will  integrate  medical  staffs  of  Harvard, 
Tufts,  and  Boston  L'niversity,  previously  working 
in  separate  divisions  of  the  Hospital.  Doctors  will 
be  offered  intensive  training  of  one  to  six  months. 

The  demonstration  program  will  provide  both 
intensive  care  in  the  hospital  and  continuing  care 
in  the  home.  It  will  include  early  detection,  pre- 
vention, treatment,  follow-up,  rehabilitation,  and 
scientific  evaluation  of  the  results.  The  primary 
service  area  is  a ghetto  where  50  per  cent  of  the 
residents  are  black  and  70  per  cent  are  unable  to 
pay  for  medical  care. 

The  Division  of  Regional  Medical  Programs  in 
Washington  designated  $44,448  of  the  total  fund 
for  a program  to  be  operated  by  Dartmouth  Med- 
ical School  at  the  Mary  Hitchcock  Hospital  in 
Hanover.  New  Hampshire.  This  program  has  been 
set  up  at  the  request  of  ten  hospitals  to  provide  a 
training  course  in  coronary  care  for  nurses  coming 
from  hospitals  in  New  Hampshire  and  northern 
Massachusetts.  It  is  expected  to  train  70  to  100 
nurses  a year  for  work  in  coronary  care  units.  Fu- 
ture expansion  of  the  program  into  Massachusetts 
and  Rhode  Island  is  contemplated.  The  New 
Hampshire  Heart  Association  and  State  Depart- 
ment of  Health  and  Welfare  are  cooperating 
agencies. 
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Hospital  Trust 
announces 
a much  better  51 
It’s  guaranteed 
5 years. 


Golden  Plate.  There  is  no  other  savings  plan 
in  Rhode  Island  quite  like  it. 

5%  interest  guaranteed  5 full  years.  A 
unique  promise  in  this  state. 

All  it  takes  is  an  initial  deposit  of  $500  or 
more.  And  additional  deposits  of  at  least  $50. 
(The  usual  minimums  are  $1000  and  $100.) 

Withdrawals?  Simply  give  us  90  days  notice. 
We  pay  you  interest  from  day  of  deposit  to  day  of 
withdrawal.  And  compound  it  each  quarter. 

Y ou  get  a simple  golden  plate  and  a com- 
plete quarterly  statement.  This  is  more  efficient 
for  you  and  us  than  a passbook. 

Call  521-6700,  extension  221. 

Or  contact  the  manager  at  any 
branch  of  Hospital  Trust. 

Golden  Plate . It’s  tfoklCH  plcltC 

a lot  more  than  5%.  ® 


Rhode  Islan 


d Hospital  Trust 
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A little  Hygroto 

chlorthalidone 


I 

f 


HY-6674 


an  work  a long  diuretic  day 


he  way  from  one  daily  tablet  to  the  next 
9lp  control  edema  and  hypertension 

olonged  action  usually  provides  smooth,  sustained  diuretic 
tiveness;  real  one-a-day  dosage,  right  from  the  start;  convenience 
economy. 

oton,  chlorthalidone,  can  cause  side  effects.  And  it's  contra- 
cted in  hypersensitivity  to  the  drug  and  severe  renal  and 
itic  diseases. 

ik  the  prescribing  information.  It's  summarized  on  the  next  page. 


Geigy 


A little  Hygrotorf  can  work  a long  diuretic  da) 

chlorthalidone 


Indications:  Hypertension  and  many 
types  of  edema  involving  retention  of 
salt  and  water. 

Contraindications:  Hypersensitivity 
and  most  cases  of  severe  renal  or 
hepatic  diseases. 

Warning:  With  the  administration  of 
enteric-coated  potassium  supplements, 
which  should  be  used  only  when  ade- 
quate dietary  supplementation  is  not 
practical,  the  possibility  of  small-bowel 
lesions  (obstruction,  hemorrhage,  and 
perforation)  should  be  kept  in  mind. 
Surgery  for  these  lesions  has  been 
required  frequently  and  deaths  have 
occurred.  Discontinue  enteric-coated 
potassium  supplements  immediately  if 
abdominal  pain,  distention,  nausea, 
vomiting,  or  gastrointestinal  bleeding 
occur. 

Use  with  caution  in  pregnant  women 
and  nursing  mothers  since  the  drug 
may  cross  the  placental  barrier  and 
appear  in  cord  blood  and  since  thia- 
zides may  appear  in  breast  milk.  The 
drug  may  result  in  fetal  or  neonatal 
jaundice,  thrombocytopenia,  and  pos- 
sibly other  adverse  reactions  which 
have  occurred  in  the  adult.  When  used 
in  women  of  childbearing  age,  balance 
benefits  of  drug  against  possible  haz- 
ards to  fetus. 


Precautions:  Anti  hypertensive  therapy 
with  this  drug  should  always  be  initi- 
ated cautiously  in  postsympathectomy 
patients  and  in  patients  receiving 
ganglionic  blocking  agents,  other 
potent  anti  hypertensive  drugs  or 
curare.  Reduce  dosage  of  concomitant 
anti  hypertensive  agents  by  at  least 
one-half.  Because  of  the  possibility  of 
progression  of  renal  damage,  periodic 
determination  of  the  BUN  is  indicated. 
Discontinue  if  the  BUN  rises  or  liver 
dysfunction  is  aggravated.  Hepatic 
coma  may  be  precipitated. 

Electrolyte  imbalance,  sodium  and/or 
potassium  depletion  may  occur.  If 
potassium  depletion  should  occur  dur- 
ing therapy,  the  drug  should  be  dis- 
continued and  potassium  supplements 
given,  provided  the  patient  does  not 
have  marked  oliguria. 

Take  special  care  in  cirrhosis  or  severe 
ischemic  heart  disease  and  in  patients 
receiving  corticosteroids,  ACTH,  or 
digitalis.  Salt  restriction  is  not 
recommended. 

Adverse  Reactions:  Nausea,  gastric 
irritation,  vomiting,  anorexia,  consti- 
pation and  cramping,  dizziness,  weak- 
ness, restlessness,  hyperglycemia, 
glycosuria,  hyperuricemia,  headache, 
muscle  cramps,  orthostatic  hypoten- 


sion, which  may  be  potentiated  when 
chlorthalidone  is  combined  with  bar- 
biturates, narcotics  or  alcohol,  aplastic 
anemia,  leukopenia,  thrombocyto- 
penia, agranulocytosis,  impotence, 
dysuria,  transient  myopia,  skin  rashes, 
urticaria,  purpura,  necrotizing  angiitis, 
acute  gout,  and  pancreatitis  when 
epigastric  pain  or  unexplained  G.l. 
symptoms  develop  after  prolonged 
administration.  Other  reactions  re- 
ported with  this  class  of  compounds 
include:  jaundice,  xanthopsia,  pares- 
thesia, and  photosensitization. 
Average  Dosage:  50  or  100  mg.  with 
breakfast  daily  or  100  mg.  every  other 
day. 

Availability:  White,  single-scored  tab- 
lets of  100  mg.  and  aqua  tablets  of  50 
mg.,  in  bottles  of  100  and  1000. 
(B)46-230-E 

For  full  details,  please  see  the 
complete  prescribing  information. 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


HOUSE  OF  DELEGATES 

of  the 

RHODE  ISLAND  MEDICAL  SOCIETY 

REPORT  OF  THE  MEETING  HELD  ON  APRIL  23,  1969 


A meeting  of  the  House  of  Delegates  of  the 
Rhode  Island  Medical  Society  was  held  at  the 
Rhode  Island  Medical  Society  Library  in  Provi- 
dence on  Wednesday,  April  23,  1969.  The  meeting 
was  called  to  order  by  the  Vice  Speaker  of  the 
House,  Dr.  Freeman  B.  Agnelli,  at  8:05  p.m. 

The  following  members  of  the  House  were  in 
attenance:  Doctors  Charles  S.  Dotterer;  Frederick 
Peirce,  Jr.;  Alton  M.  Pauli;  Nathan  Sonkin;  F. 
Bruno  Agnelli;  Joseph  L.  C.  Ruisi;  Leonard  S- 
Staudinger;  John  J.  Cunningham;  Stanley  D.  Si- 
mon; Stephen  J.  Hoye;  John  T.  Barrett;  J.  Rob- 
ert Bowen;  Joseph  E.  Caruolo;  Nathan  Chaset; 
Martin  E.  Felder;  Henry  B.  Fletcher;  Warren 
Francis;  Frank  D.  Fratantuono;  John  P.  Grady; 
Herbert  F.  Hager;  Thomas  F.  Head;  Joseph  J. 
Lambiase;  Robert  V.  Lewis;  Thomas  R.  Littleton; 
Vincent  I.  MacAndrew;  Peter  L.  Mathieu,  Jr. ; 
William  A.  McDonnell;  Gustavo  A-  Motta;  Raul 
Nodarse;  Carl  S.  Sawyer;  Richard  P.  Sexton;  Wil- 
liam R.  Thompson;  John  Turner,  II;  Banice  M. 
Webber;  Elihu  S.  Wing,  Jr.;  Edmund  T.  Hack- 
man;  and  Arnold  Porter. 

Also  present  were:  Dr.  Francis  B.  Sargent,  chair- 
man of  the  Mediation  Committee,  Dr.  Wilson  Ut- 
ter, chairman  of  the  Child  School  Health  Commit- 
tee, Dr.  Armand  Versaci,  Chairman  of  the  Public 
Laws  Committee,  and  John  E.  Farrell,  executive 
secretary  and  Edward  J.  Lynch,  assistant  executive 
secretary. 

Members  absent  were:  Doctors  Daniel  J.  Dor- 
man, Jr.;  Edward  F.  Asprinio;  Francis  D.  Lamb; 
John  M.  Vesey;  Joseph  E-  Wittig;  Robert  Hayes; 
Paul  J.  M.  Healey;  Alexander  A.  Jaworski;  James 
A.  McGrath;  Francis  L.  Scarpaci;  F.  Edward  Yaz- 
bak;  Peter  C.  H.  Erinakes;  John  A.  Dillon;  Stan- 
ley D.  Davies;  Bertram  H.  Buxton,  Jr.;  Herbert 
Ebner;  Alvin  G.  Gendreau;  Irving  T.  Gilson;  Mil- 
ton  W.  Hamolsky;  William  J.  MacDonald;  Frank 
Merlino;  James  B.  Moran;  Edwin  B.  O’Reilly; 
Ralph  F.  Pike;  Henry  M.  Tyszkowski;  Joseph  E- 
Cannon;  and  Seebert  J.  Goldowsky. 

Minutes  of  Previous  Meeting 
The  Vice  Speaker  noted  that  the  minutes  of  the 
January  meeting  of  the  House  had  been  published 
and  distributed  to  the  members. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  report  of  the  January  22,  1969,  meeting 


of  the  House,  as  submitted,  be  approved  and 
placed  on  file. 

Report  of  the  Secretary 

Dr.  Stephen  J.  Hoye,  Secretary,  noted  that  his 
report  of  actions  taken  by  the  Council  was  included 
in  the  handbook  for  the  meeting. 

Lengthy  discussion  was  held  on  Item  1 relating 
to  the  Council’s  motion  on  the  issue  of  extra-hos- 
pital facilities  in  Rhode  Island  communities. 
Action:  A motion  was  made  and  seconded  to  ac- 
cept the  report  of  the  Secretary  as  submitted. 
A motion  was  made  and  seconded  to  amend  the 
motion  that  the  report  of  the  Secretary  be  ac- 
cepted with  acceptance  of  Item  1. 

On  a division  vote,  15  to  13,  the  motion  to  amend 
prevailed. 

The  original  motion,  as  amended,  was  voted. 

Report  of  the  Treasurer 
The  Vice  Speaker  noted  that  the  Treasurer’s  re- 
port had  been  included  in  the  handbook  for  the 
House  meeting. 

Action:  A motion  was  made,  seconded,  and  voted 
that  the  report  of  the  Treasurer,  as  submitted, 
be  approved  and  placed  on  file. 

Recommendations  from  the  Council  . . 
The  Vice  Speaker  noted  that  nominations  for 
officers,  standing  committees,  and  Speaker  and 
Vice  Speaker  of  the  House  for  1969-70,  had  been 
submitted  by  the  Council  and  were  published  in 
the  handbook. 

Action:  A motion,  was  made,  seconded  and  voted 
that  the  Secretary  cast  one  vote  for  the  nomi- 
nated officers,  standing  committees,  Speaker  and 
Vice  Speaker  of  the  House. 

Resolutions 

The  Vice  Speaker  called  for  any  resolutions  from 
District  or  County  Medical  Societies.  There  were 
none. 

Disaster  Committee 

The  Vice  Speaker  noted  that  the  report  of  the 
Disaster  Committee  was  included  in  the  handbook 
of  the  meeting.  Doctor  Simon  commented  on  the 
outstanding  conference  sponsored  by  the  commit- 
tee on  emergency  rescue  training- 

Action:  A motion  was  made,  seconded,  and  voted 
that  the  report  of  the  Disaster  Committee  be 
received  and  placed  on  record,  and  that  the  Com- 
mittee be  commended  for  its  outstanding  work. 

(Continued  on  next  page) 
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Highway  Safety 

Dr.  Joseph  A.  Caruolo,  chairman  of  the  Highway 
Safety  Committee,  discussed  his  report,  which  was 
included  in  the  handbook  for  the  meeting,  and  he 
reported  a fourth  recommendation  which  he  asked 
the  House  to  include  in  its  consideration  of  the 
Committee’s  report,  as  follows: 

“4.  That  the  Society  encourage  every  fourth 
year  applicants  for  renewal  of  license  to  drive  a 
motor  vehicle  be  required  to  do  so  in  person  and 
at  such  time  submit  to  a physical  re-testing  by 
the  Registry  of  Motor  Vehicles,  and  further,  that 
the  Registry  may  request  a complete  physical 
examination  by  a physician  when  such  an  exam- 
ination appears  to  it  to  be  indicated,  such  regu- 
lation being  in  conformity  with  the  new  Federal 
Highway  Safety  Regulations.” 

Action:  A motion  was  made,  seconded  and  voted 
to  approve  the  report  of  the  Highway  Safety 
Committee,  as  submitted,  and  to  approve  also 
the  recommendations,  including  the  supplemental 
recommendation  (4),  as  presented. 

Mediation  Committee 

Dr.  Francis  B.  Sargent,  chairman  of  the  Medi- 
ation Committee,  gave  an  oral  report.  He  stated 
that  two  meetings  have  been  held  this  year  to  con- 
sider two  alleged  malpractice  claims,  and  to  re- 
view eleven  grievances. 

He  also  reported  briefly  on  the  Medicolegal 
meeting  held  in  Las  Vegas  under  the  auspices  of 
the  AMA  and  the  American  Bar  Association,  a re- 
port of  which  had  been  prepared  for  the  House 
and  included  in  the  handbook  of  the  meeting.  He 
stated  that  his  committee  would  study  the  prob- 
lem of  professional  liability  coverage  during  the 
coming  months,  and  it  would  report  regularly  to 
the  House  on  its  findings. 

Medicolegal  Committee 

Dr.  Nathan  Chaset,  chairman  of  the  Medicolegal 
Committee,  reported  that  his  committee  anticipates 
meetings  in  the  coming  months  with  the  commit- 
tee of  the  Rhode  Island  Bar  Association  to  con- 
sider mutual  problems. 

He  also  reported  that  in  accordance  with  the 
request  of  the  House  of  Delegates  at  the  January 
meeting,  he,  as  President  of  the  Providence  Med- 
ical Association,  had  met  with  the  Commissioner 
of  Public  Safety,  and  representatives  of  the  Provi- 
dence Fire  Department  relative  to  the  emergency 
medical  service  program  of  the  Department.  He 
reviewed  the  problems  that  the  Rescue  Units  face 
in  handling  emergencies  within  the  city  of  Provi- 
dence. He  stated  that  the  regulations  would  be 
amended  in  the  immediate  future  to  provide  that 
in  a real  emergency  the  Department’s  rescue  team 
would  take  a patient  to  the  hospital  of  his  attend- 
ing physician  provided  that  the  physician  was  ac- 


tually present  at  the  site  of  the  emergency  and 
would  either  go  in  the  rescue  vehicle  with  the  pa- 
tient, or  follow  it  to  the  hospital  and  admit  the 
patient. 

Doctor  Chaset  stated  that  when  the  regulations 
are  released  he  would  send  a letter  of  explanation 
to  the  entire  membership  of  the  Providence  Md- 
ical  Association. 

Medical  Economics  Committee 
Dr.  John  Turner,  Chairman  of  the  Medical  Eco- 
nomics Committee,  briefly  reviewed  the  report  of 
his  committee,  pointing  out  some  of  the  highlights. 
Action:  A motion  was  made,  seconded  and  voted 
that  the  report  of  the  Medical  Economics  Com- 
mittee, as  submitted,  be  approved  and  placed  on 
record- 

Physicians  Service 

Dr.  Arnold  Porter,  President  of  Physicians  Serv- 
ice, reported  on  a meeting  held  this  day  with  Gov- 
ernor Licht  and  officers  of  Physicians  Service,  Blue 
Cross,  and  the  Rhode  Island  Medical  Society,  re- 
garding a bill  (H  1157-A)  passed  by  the  General 
Assembly,  in  which  authorization  would  be  given 
to  the  director  of  business  regulation  not  only  to 
approve  and  disapprove  rates  for  the  non-profit 
medical  and  hospital  service  corporations,  but 
would  in  addition,  permit  him  to  “modify”  the 
rates  to  be  charged.  Doctor  Porter  stated  that  the 
Governor  was  concerned  about  the  problem  raised, 
and  he  indicated  that  he  would  support  corrective 
legislation  of  the  bill  in  the  current  session,  or  in 
the  1970  session. 

Child  School  Health  Committee 
Dr.  Wilson  F.  Utter,  chairman  of  the  Child 
School  Health  Committee  reported  on  the  rubella 
vaccine  problem  in  the  nation  and  particularly  in 
Rhode  Island,  and  he  pointed  out  the  expectation 
of  an  epidemic  by  1971  and  the  possible  public 
pressure  to  cope  with  it.  He  said  that  his  commit- 
tee at  this  time  had  made  no  specific  recommenda- 
tions on  what  course  of  action  should  be  taken  on 
a possible  mass  inoculation  program. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  written  report  of  the  Child  School 
Health  Committee,  as  submitted,  be  approved 
and  placed  on  file,  and  further,  that  the  Com- 
mittee be  instructed  to  continue  its  study  of  how 
best  to  utilize  the  rubella  vaccine  in  in  Rhode 
Island,  and  report  its  findings  at  future  meetings 
of  the  House. 

Committee  on  the  Study  of  Organ 
Transplantation 

It  was  noted  that  the  special  committee  on  the 
study  of  organ  transplantation  had  submitted  a re- 
port which  was  included  in  the  handbook,  and 
which  called  for  acceptance  as  a Rhode  Island 
position,  on  heart  transplantation  the  statement 
(Continued  on  Page  306) 
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his  ulcer  did  not  heal...until  its  surface  was  cleared  ot  dead  tissue  and  debris 


Ciase  Ointment 

(fibrinolysin  and  desoxyribonuclease 
combined,  [bovine]  ointment) 


PARKE-DAVIS 


FIRST  APPLICATION 

ELASE  Ointment  is  applied  to  a deep  ulceration  of  a finger. 


EIGHTEEN  DAYS  LATER 

Healing  has  progressed  rapidly  without  interruption  or 
interference  from  any  accumulated  purulence  or 
necrotic  tissue.  Greatly  reduced  size  of  lesion  and 
minimal  scar  tissue  indicate  quality  and  vigor  of 
healing  which  is  almost  complete. 


By  helping  to  remove  dead  tissue  and  debris  from  the  ulcer’s 
surface,  ELASE  Ointment  creates  a better  environment  for  the 
elimination  of  infection,  for  healthy  granulation ...  for  healing. 

Its  lytic  enzymes  effectively  break  down  DNA  in  dead  leuko- 
cytes and  other  debris. . .the  fibrin  in  blood  clots,  serum,  and 
purulent  exudates . . . and  the  denatured  proteins  in  necrotic 
tissue.  Protein  elements  of  living  tissue  are  relatively  un- 
affected. ELASE  Ointment  is  indicated  in  stasis  ulcers  and  in 
other  infected  or  inflamed  ulcers  caused  by  circulatory  distur- 
bances. In  cases  requiring  skin  grafting,  it  is  used  preoperatively 
for  debridement.  For  ambulatory  patients  debridement  with 
ELASE  Ointment  is  a convenient  therapy  and  a regimen  likely 
to  be  followed.  Precautions:  Observe  usual  precautions  against 
allergic  reactions,  particularly  in  persons  with  a history  of 
sensitivity  to  materials  of  bovine  origin  or  to  mercury  com- 
pounds. Adverse  Reactions:  Side  effects  attributable  to  the 
enzymes  have  not  been  a problem  at  the  dose  and  for  the 
indications  recommended.  Discussion:  Successful  use  of 
enzymatic  debridement  depends  on  several  factors:  (1)  dense, 
dry  eschar,  if  present,  should  be  removed  surgically  before 
enzymatic  debridement  is  attempted;  (2)  the  enzyme  must  be  in 
constant  contact  with  the  substrate;  (3)  accumulated  necrotic 
debris  must  be  periodically  removed;  (4)  the  enzyme  must  be 
replenished  at  least  once  daily;  and  (5)  secondary  closure  or 
skin  grafting  must  be  employed  as  soon  as  possible  after 
optimal  debridement  has  been  attained.  It  is  further  essential 
that  wound-dressing  techniques  be  performed  carefully  under 
aseptic  conditions  and  that  appropriate  systemically  acting 
antibiotics  be  administered  concomitantly  if,  in  the  opinion  of 
the  physician,  they  are  indicated.  Available:  ELASE  Ointment  is 
supplied  in  30-Gm.  tubes  containing  30  units  (Loomis)  of 
fibrinolysin  and  20,000  units  of  desoxyribonuclease  with 
0.12  mg.  thimerosal  (mercury  derivative);  and  in  10-Gm.  tubes 
containing  1 0 units  of  fibrinolysin  and  6,666  units  of  desoxy- 
ribonuclease with  0.04  mg.  thimerosal.  ELASE  Ointment  has  a 
special  base  of  liquid  petrolatum  and  polyethylene;  contains 
sodium  chloride  and  sucrose  used  during  manufacture;  is 
stable  at  room  temperature  through  the  expiration  date  stated 
on  the  package. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 
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the 

thousandth 

teaspoonful 

Peptic  ulcer  patients  find 
the  thousandth  dose  of 
this  antacid  as  effective 
and  easy-to-take  as  the  first: 

Optimal  neutralization— provided  by  the  combination  of  aluminum  and  mag 
nesium  hydroxides. 

Unfailing  good  taste— confirmed  by  87.5%  of  104  patients  in  one  study,  afte 
a total  of  20,459  documented  days  on  Mylanta  Liquid  or  tablets.1 

Concomitant  relief  of  G.  I.  gas  distress— provided  by  the  proven  antiflatulenl 

action  of  simethicone.2 

Dosage:  One  or  two  tablets  (well  chewed  or  allowed  to  dissolve  in  the  mouth);  one  or  two  teaspoonful  I 
to  be  taken  between  meals  and  at  bedtime,  or  as  directed  by  physician. 

References  1.  Danhof.  I E Report  on  file  2 Hoon,  J R Arch.  Surg.  93:467  (Sept.)  1966. 
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When  it’s  more  than  a bad  cold 


your  patient  can  feel  better 
while  he’s  getting  better 


Achrocidin 

Tetracycline  HCI— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HCI  125  mg.;  Phenacetin  120  mg.; 
Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  citrate  25  mg. 


In  tetracycline-sensitive  bacterial  injection  complicating  respiratory  allergy,  ACHROCIDIN 
brings  the  treatment  together  in  a single  prescription— prompt  relief  of  headache  and  conges- 
tion together  with  effective  control  of  the  organisms  frequently  responsible  for  complications 
leading  to  prolonged  disability  in  the  susceptible  patient. 

For  children  and  elderly  patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each 
5 cc  contains:  ACHROMYCIN  ( Tetracycline ) equivalent  to  Tetracycline  HCI  125  mg.;  Phen- 
acetin 120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any  compo- 
nent. 

Warning:  In  renal  impairment,  since  liver  toxicity  is 
possible,  lower  doses  are  indicated;  during  prolonged 
therapy  consider  serum  level  determinations.  Photo- 
dynamic reaction  to  sunlight  may  occur  in  hyper- 
sensitive persons.  Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment  if  skin  dis- 
comfort occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gastric  dis- 
tress can  occur.  In  excessive  drowsiness,  consider 
longer  dosage  intervals.  Persons  on  full  dosage 
should  not  operate  vehicles.  Nonsusceptible  organ- 
isms may  overgrow;  treat  superinfection  appropri- 
ately. Treat  beta-hemolytic  streptococcal  infections 
at  least  10  days  to  help  prevent  rheumatic  fever  or 
acute  glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue  and 


may  cause  dental  staining  during  tooth  development 
(last  half  of  pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal— anorexia,  nau- 
sea, vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin  — maculopapular  and 
erythematous  rashes;  exfoliative  dermatitis;  photo- 
sensitivity; onycholysis,  nail  discoloration.  Kidney 
—dose-related  rise  in  BUN.  Hypersensitivity  reac- 
tions—urticaria,  angioneurotic  edema,  anaphylaxis. 
Intracranial—  bulging  fontanels  in  young  infants. 
Teeth— yellow-brown  staining;  enamel  hypoplasia. 
Blood— anemia,  thrombocytopenic  purpura,  neutro- 
penia, eosinophilia.  Liver— cholestasis  at  high  dosage. 

Upon  adverse  reaction,  stop  medication  and  treat 
appropriately. 
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The 

go-ahead-and- 
enjoy-your-vacation 
summer  cold  and 
alleigy  pill. 


ovahistine  LP  lets  you  provide  effec- 
ve  relief  of  summer  cold  and  allergy 
;'mptoms,  lets  your  patients  go  ahead 
id  enjoy  their  vacations, 
lese  continuous-release,  deconges- 
nt  tablets  contain  a vasoconstrictor- 
itihistamine  formulation  that  goes 
work  promptly  and  lasts  for  hours, 
'en  the  nasal  congestion  resulting 
>m  repeated  allergic  episodes  can 
ually  be  relieved  by  Novahistine  LP. 


And.  convenient  twice-a-day  dosage 
lets  most  patients  enjoy  relief  all  day 
and  all  night.  Use  with  caution  in 
patients  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or 
urinary  retention.  Caution  ambulatory 
patients  that  drowsiness  may  result. 

PITMAN-MOORE  Division  of 
The  Dow  Chemical  Company, 
Indianapolis,  Indiana. 


Novahistine 
LP 


decongestant 


(Each  tablet  contains  25  mg.  of  phenylephrine 
hydrochloride  and  4 mg.  of  chlorpheniramine 
maleate.) 


But  before  you  prescribe  Pertofrane.  please  see 
the  full  prescribing  information  and  especially 
note  Contraindications,  Precautions,  Warning, 
Adverse  Reactions  and  Dosage.  A brief  summary 
of  that  information  is  included  here. 

Pertofrane*desipramine  hydrochloride 


Indications:  For  relief  of  depression. 
Contraindications:  Do  not  use  drugs  of  the 
M.A.O.I.  class  with  Pertofrane.  Hyperpyretic 
crises  or  severe  convulsive  seizures  may  occur; 
potentiation  of  adverse  effects  can  be  serious  or 
even  fatal.  When  substituting  this  drug  in  pa- 
tients receiving  an  M.A.O.I.,  allow  an  interval  of 
at  least  7 days.  Initial  dosage  in  such  patients 
should  be  low  and  increases  should  be  gradual 
and  cautiously  prescribed. 

Warning : Activation  of  psychosis  may  occasion- 
ally be  observed  in  schizophrenic  patients.  Do 
not  use  in  patients  under  1 2 years  old,  and  do  not 
use  in  women  who  are  or  may  become  pregnant 
unless  the  clinical  situation  warrants  the  poten- 
tial risk. 

Precautions:  Careful  supervision  and  protective 
measures  for  potentially  suicidal  patients  are 
necessary.  Discontinuation  of  therapy  or  adjunc- 
tive useof  a sedative ortranquilizer  may  be  neces- 
sary in  the  presence  of  increased  anxiety  or  agita- 
tion, hypomania  or  manic  excitement.  However, 
phenothiazines  may  aggravate  the  condition. 
Atropme-like  effects  may  be  more  pronounced 
(e.g.  paralytic  ileus)  in  susceptible  patients  and  in 
those  receiving  anticholinergic  drugs  (including 
antiparkinsonism  agents).  Carefully  observe  pa- 
tients with  increased  intraocular  pressure.  Pre- 
scribe cautiously  in  hyperthyroid  patients  and  in 
those  receiving  thyroid  medications.  Cardio- 
vascular complications  (myocardial  infarction 
and  arrhythmias)  are  potential  risks  since  they 
have  occasionally  occurred  with  imipramine. 
the  parent  compound.  Desipramine  may  block 
the  pharmacologic  activity  of  guanethidine  and 
related  adrenergic  neuron-blocking  agents.  Hy- 
pertensive episodes  have  been  observed  during 
surgery  in  patients  on  desipramine  therapy. 
Before  prescribing  thedrug.  the  physician  should 
be  thoroughly  familiar  with  prescribing  informa- 
tion, with  the  literature,  with  all  adverse  reac- 
tions, with  the  diagnosis  and  management  of  de- 
pression, and  with  the  relative  merits  of  all  meas- 
ures for  treating  the  condition. 

Adverse  Reactions:  Dry  mouth,  constipation, 
disturbed  visual  accommodation,  anorexia,  per- 
spiration. insomnia,  drowsiness,  dizziness,  head- 
ache. nausea,  epigastric  distress,  and  skin  rash 
(including  photosensitization)  may  appear.  Since 
orthostatic  hypotension  has  occurred,  carefully 
observe  patients  requiring  concomitant  vasodi- 
lating therapy,  particularly  during  the  initial 
phases.  Other  adverse  reactions  include  tachy- 
cardia, changes  in  EEG  patterns,  tremor,  falling, 
mild  extrapyramidal  activity,  neuromuscular  in- 
coordination. epileptiform  seizures.  A confu- 
sional  state  (with  such  symptoms  as  hallucina- 
tions and  disorientation)  occurs  occasionally  and 
may  require  reduced  dosage  or  discontinuance 
of  therapy.  Rarely,  transient  eosinophilia.  slight 
elevation  in  transaminase  levels,  transient  jaun- 
dice, or  liver  damage  have  occurred.  If  abnormal- 
ities occur  in  liver  function  tests,  discontinue 
drug  and  investigate.  Occasional  hormonal  ef- 
fects, particularly  decreased  libido  or  impotence 
and  instances  of  gynecomastia,  galactorrhea 
and  female  breast  enlargement  have  been  ob- 
served. Urinary  frequency  or  retention  may 
occur  Thedrug  should  bediscontinued  if  agranu- 
locytosis. bone  marrow  depression,  jaundice, 
thrombocytopenia,  or  purpura  occur. 

Dosage:  25  to  50  mg.  t.i.d.  The  maximum  daily 
dose  is  200  mg.  Continue  maintenance  dosage 
for  at  least  2 months  after  obtaining  satisfactory 
response  Generally,  elderly  and  adolescent  pa- 
tients should  be  given  low  doses. 

Availability : Pink  capsules  of  25  mg  in  bottles  of 
100  and  1000  (B)46-530-E 

For  complete  details,  please  see  the  prescribing 
information. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley.  New  York  10502 


What  makes  i) 


A man? 

Another  woman? 

Three  kids? 

No  kids  at  all? 

Wrinkles? 

You  name  it. 

Is  she 

truly  depressed? 

Is  that  why  she  lets  go 
in  your  office? 

You  comfort  her. 

Talk  to  her. 

And,  if  she  is  depressed, 

consider  Pertofrane. 

Because 

in  3 to  5 days 

she  can  often  begin 

to  cope, 

work, 

maybe  play, 
even  enjoy. 


Pertofrane® 

desipramine  hydrochlori 
In  depression... 
when  words  are  not  enoi 
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adopted  by  the  American  Medical  Association  in 
December,  1968. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  report  of  the  Committee  on  the  study  of 
organ  transplantation  be  received,  and  that  the 
statement  of  the  American  Medical  Association 
on  Heart  Transplantation,  as  submitted,  be 
adopted  by  the  Rhode  Island  Medical  Society 
as  reflecting  the  best  current  views  on  this  new 
development  in  medicine. 

Pollution  Committee 

The  Vice  Speaker  noted  that  the  report  of  the 
Pollution  Committee,  published  in  the  handbook 
for  the  meeting,  included  a resolution  for  consider- 
ation by  the  House. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  report  of  the  Pollution  Committee,  be 
approved,  and  the  resolution  submitted  by  the 
committee  be  adopted  by  the  House. 

Committee  Reports 

The  Vice  Speaker  noted  that  the  handbook  in- 
cluded reports  of  action  by  committees  during  the 
year,  but  no  special  recommendations  calling  for 
House  action  was  included  in  them.  He  called  for 
approval  of  the  reports. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  reports  of  the  following  committees,  as 
submitted  in  the  handbook  for  the  meeting,  be 
approved  and  placed  on  record:  Industrial 

Health,  Library,  Maternal  Health,  Medical  As- 
pects of  Sports,  Mental  Health,  Nursing,  Peri- 
natal Mortality,  Physicians  and  Carriers  Work- 
men’s Compensation,  Publications,  Public  Laws, 
Science  Fair,  and  Scientific  Work  and  Annual 
Meeting. 

Osteopaths  as  Members 

The  executive  secretary  submitted  a memoran- 
dum of  the  bylaw  regulations  relating  to  member- 
ship in  the  state  and  district  or  county  medical 
societies.  He  stated  one  county  society  had  in- 
quired as  to  the  position  of  the  state  medical  so- 
ciety relative  to  the  admittance  of  osteopathic  phy- 
sicians as  active  members  of  the  district  or  county 
society.  Mr.  Farrell  noted  that  the  state  society 
bylaws  prohibit  such  a membership.  The  issue  was 
discussed. 

Action:  A motion  was  made,  seconded  and  voted 
that  a committee  to  be  comprised  of  the  Presi- 
dent of  the  Rhode  Island  Medical  Society  and 
the  constituent  presidents  of  the  County  Medical 
Societies  investigate  and  report  back  to  the 
House  at  its  September  meeting  on  the  question 
of  osteopathic  membership  in  medical  societies 
with  possible  recommendations- 


Adjournment 

The  meeting  was  adjourned  at  10:03  p.m. 

Stephen  J.  Hoye,  m.d. 

Secretary 

REPORT  OF  THE  SECRETARY 

Since  the  January  meeting  of  the  House  of  Dele- 
gates the  Council  has  taken  the  following  actions: 

2.  It  authorized  the  President  to  seek  addi- 
tional information  regarding  a request  from  the 
state  director  of  health  relative  to  physician  con- 
sultants on  rules  and  regulations  to  be  developed 
under  the  hospital  licensure  law,  and  to  make  ap- 
pointments from  the  membership  on  the  basis  of 
information  secured. 

3.  It  authorized  the  President  to  name  a com- 
mittee to  review  the  wage  scale  of  the  librarian  and 
assistant  librarian,  with  authority  to  act  to  make 
such  adjustments  as  feasible. 

4.  It  received  and  placed  on  file  a progress  re- 
port on  the  plans  for  the  New  England  Postgradu- 
ate Assembly  to  be  held  in  Boston  in  November. 

5.  It  authorized  the  incoming  President  to  ap- 
point a liaison  committee  of  the  Society  to  work 
with  the  State  Employed  Physicians  Association. 

6.  It  voted  that  the  special  review  committee 
named  by  the  District  Medical  Societies,  as  re- 
quested by  the  House  of  Delegates,  be  transmitted 
to  the  R.I.  Medical  Society  Physicians  Service. 

7.  It  accepted  the  report  of  its  sub-committee 
on  nominations  for  officers  and  elected  committees 
to  be  be  submitted  to  the  House  of  Delegates  at 
its  next  meeting. 

8-  It  received  a check  for  $1,569.90  from  the 
AMA  Education  and  Research  Foundation  repre- 
senting both  designated  and  undesignated  funds 
received  by  the  AMA-ERF  during  1968,  and  as- 
signed to  the  Division  of  Medical  Sciences  of 
Brown  University,  and  it  recommended  that  the 
check  be  turned  over  to  the  University  by  the 
Woman’s  Auxiliary  at  the  time  of  its  annual  meet- 
ing (May  6)  in  view  of  the  Auxiliary’s  active  work 
in  behalf  of  AMA-ERF. 

Stephen  J.  Hoye,  m.d. 

Secretary 

REPORT  OF  THE  TREASURER 
Carlotta  S.  Williams  Estate 

The  Society  was  presented  with  a final  account 
of  the  estate  of  the  late  Carlotta  Williams,  wife  of 
the  late  Dr.  Pearl  Williams,  who  made  the  Med- 
ical Library  a beneficiary. 

I have  signed  a receipt  of  the  accounting  for  the 
Industrial  National  Bank,  and  the  Society  is  as- 
sured of  a final  payment  of  $71.64  income  cash 
and  $4,098.19  principal  cash,  for  a total  of 
$4,169.83.  This  additional  money  will  allow  the 
Trustees  of  the  Medical  Library  to  complete  im- 
provements and  repairs  to  the  Library. 

(Continued  on  Page  312) 
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In  selected  cases  of  rheumatoid  arthritis 
with  acute  symptoms 


is  often  improved... 


Many  patients  with  acute  rheumatoid 
arthritis  or  acute  episodes  of  chronic 
rheumatoid  arthritis  can  be  controlled 
by  increasing  the  dosage  25  mg  per 
day  (to  the  allowable  maximum)  until 
the  episode  subsides;  the  dosage 
should  then  be  reduced  gradually  to 
maintenance  levels.  Few  require  the 
maximum  (175-200  mg). 

In  the  event  the  patient  develops  ad- 
verse effects,  dosage  should  be  re- 
duced to  tolerated  levels  for  2 or  3 
days  and  then  gradually  increased  by 
25  mg  every  few  days  as  tolerated. 
G.l.  effects  may  be  minimized  by  giv- 
ing INDOCIN  with  food,  antacids,  or 
immediately  after  meals. 


Now  in  two  strengths 
25  mg  and  50  mg 


Actual  Size 


® 


(Indomethacjn  | MSD) 


IMPORTANT  NOTE:  INDOCIN  (Indomethacin, 
MSD)  cannot  be  considered  a simple  anal- 
gesic and  should  not  be  used  in  conditions 
other  than  those  recommended  under  Indi- 
cations. The  drug  should  not  be  prescribed 
for  children  because  safe  conditions  for 
use  have  not  been  established. 
CONTRAINDICATED: 

• in  aspirin-sensitive  asthmatics 

• during  pregnancy  or  lactation 

• in  children 

•INDOCIN  may  mask  the  signs  and  symp- 
toms of  peptic  ulcer  and  may  cause  ulcera- 
tion or  irritation  of  the  G.l.  tract. Therefore, 
do  not  give  in  active  peptic  ulcer,  gastritis, 
regional  enteritis,  ulcerative  colitis,  and 
use  with  caution  if  there  is  a history  of 
these  disorders. 

For  additional  prescribing  information, 
please  see  following  page. 


In  selected  cases 
of  rheumatoid  arthritis 
with  acute  symptoms 

Response  to 

INDOCIN 

(Indomethacin  | MSD) 
is  often  improved 
by  stepping  up 
dosage  daily 
until  a satisfactory 
result  is  obtained 


rarely, 

patients  need 


others  need 


some 

patients  need 


initial  therapy 


IMPORTANT  NOTE:  INDOCIN  (Indomethacin,  MSD)  cannot  be  con- 
sidered a simple  analgesic  and  should  not  be  used  in  conditions 
other  than  those  recommended  under  Indications.  The  drug 
should  not  be  prescribed  for  children  because  safe  conditions  for 
use  have  not  been  established. 

Indications:  For  the  symptomatic  treatment  of  rheumatoid  arthri- 
tis, rheumatoid  (ankylosing)  spondylitis,  degenerative  joint  dis- 
ease (osteoarthritis)  of  the  hip,  and  gout. 

Contraindications:  INDOCIN  may  mask  the  signs  and  symptoms  of 
peptic  ulcer  and  may  itself  cause  peptic  ulceration  or  irritation 
of  the  G.l.  tract.  For  these  reasons  it  should  not  be  given  to  pa- 
tients with  active  peptic  ulcer,  gastritis,  regional  enteritis,  or 
ulcerative  colitis  (use  with  caution  if  there  is  history  of  these  dis- 
orders); aspirin-sensitive  asthmatics.  Safe  use  during  pregnancy 
or  during  lactation  has  not  been  established.  Should  not  be  pre- 
scribed for  children  because  safe  conditions  for  use  have  not 
been  established.  In  a few  cases  of  severe  juvenile  rheumatoid 
arthritis  receiving  INDOCIN  along  with  other  drugs,  severe  re- 
actions, including  fatalities,  have  been  reported. 

Warnings:  Patients  who  experience  dizziness,  lightheadedness,  or 
feelings  of  detachment  on  INDOCIN  should  be  cautioned  against 
operating  motor  vehicles  or  machinery,  climbing  ladders,  etc.  Use 
cautiously  in  patients  with  psychiatric  disturbances,  epilepsy,  or 
parkinsonism  since  it  may  aggravate  these  conditions. 
Precautions:  Use  cautiously  in  patients  with  a history  of  peptic 
ulcer,  gastritis,  regional  ileitis,  or  ulcerative  colitis  because  of 
its  potential  for  causing  G.l.  bleeding.  May  cause  single  or  mul- 
tiple ulceration  of  the  esophagus,  stomach,  duodenum,  or  small 
intestine,  and,  in  a few  instances,  severe  bleeding  and  perfora- 
tion with  a few  fatalities  have  been  reported.  May  potentiate  the 
ulcerogenic  effect  of  steroids,  salicylates,  or  phenylbutazone. 
Gastrointestinal  bleeding  with  no  obvious  ulcer  formation  has 
also  been  noted;  the  drug  should  be  discontinued  if  G.l.  bleeding 
occurs.  As  a result  of  obvious  or  occult  G.l.  bleeding,  some  pa- 
tients may  manifest  anemia,  and  for  this  reason  periodic  hemo- 
globin determinations  are  recommended.  G.l.  effects  may  be 
minimized  by  giving  the  drug  with  food  or  with  antacids  or  im- 
mediately after  meals.  In  common  with  other  drugs  that  have 
anti-inflammatory,  analgesic,  and  antipyretic  properties,  indo- 
methacin may  mask  the  signs  and  symptoms  of  infection;  avoid 
undue  delay  in  initiating  appropriate  treatment  of  the  infection; 
use  cautiously  in  patients  with  existing,  but  controlled,  infec- 
tions. As  with  any  new  drug,  patients  should  be  followed  care- 
fully to  detect  unusual  manifestations  of  drug  sensitivity. 
Adverse  Reactions:  Starting  therapy  with  low  doses,  with  grad- 
ual increases  when  necessary,  will  minimize  adverse  reactions. 
Central  Nervous  System:  Most  commonly,  headache  (usually  more 


severe  in  morning),  dizziness,  and  lightheadedness;  infrequently 
observed  reactions  include  mental  confusion,  drowsiness,  con- 
vulsions, coma,  depression,  and  other  psychic  disturbances, 
such  as  depersonalization;  CNS  effects  are  often  transient  and 
frequently  disappear  with  continued  treatment  or  reduced  dos- 
age. The  severity  of  these  effects  may  occasionally  require  ces- 
sation of  therapy.  Gastrointestinal Most  commonly,  nausea, 
anorexia,  vomiting,  epigastric  distress,  abdominal  pain,  and 
diarrhea;  others  that  may  develop  are  ulceration,  single  or  mul- 
tiple, of  esophagus,  stomach,  duodenum,  or  small  intestine,  in- 
cluding perforation  and  hemorrhage  with  a few  fatalities  having 
been  reported;  G.l.  bleeding  without  obvious  ulcer  formation, 
increased  abdominal  pain  in  patients  with  preexisting  ulcerative 
colitis;  less  commonly,  stomatitis;  gastritis;  bleeding  from  the 
sigmoid  colon,  occult  in  type  or  from  a diverticulum,  and  per- 
foration of  preexisting  sigmoid  lesions  (diverticulum,  carcinoma); 
G.l.  reactions  not  known  definitely  to  be  attributable  to  indo- 
methacin include  development  of  ulcerative  colitis  and  of  regional 
ileitis.  Hepatic:  Rarely,  jaundice  and  hepatitis.  Cardiovascular- 
Renal:  infrequently,  edema,  elevation  of  blood  pressure,  and 
hematuria.  Dermatologic- Hypersensitivity .-  Infrequently,  pruritus, 
urticaria,  angioneurotic  edema,  angiitis,  skin  rashes,  loss  of  hair, 
and  acute  respiratory  distress  including  sudden  dyspnea  and 
asthma.  Hematologic:  Infrequently,  leukopenia,  purpura,  and 
thrombocytopenia;  rarely,  agranulocytosis  and  bone  marrow  de- 
pression have  been  reported,  but  a definite  relationship  to  the 
drug  has  not  been  established;  since  some  patients  may  mani- 
fest anemia  secondary  to  obvious  or  occult  G.l.  bleeding,  periodic 
hemoglobin  determinations  are  recommended.  Eye-Ear.-  Infre- 
quently, tinnitus,  blurred  vision,  hearing  disturbance,  and  orbital 
and  periorbital  pain.  Miscellaneous:  Rarely,  vaginal  bleeding, 
hyperglycemia,  and  glycosuria. 

Supplied:  Capsules  containing  25  mg  indomethacin  each,  in  bot- 
tles of  100  and  1000; 
capsules  containing 
50  mg  indomethacin 
each,  in  bottles  of  100. 

For  more  detailed  in- 
formation, consult  your 
Merck  Sharp  & Dohme 
representative  or  see 
the  package  circular. 


Now  in  two  strengths 


4$  MERCK  SHARP  & DOHME  Division  of  Merck  & Co  Inc  West  Rjmt  Pa  19486 

WHERE  TODAY  S THEORY  IS  TOMORROW  S THERAPY 


crocrwcr 


“Yes.  Patients  respond  well 
to  it,  and  seem  to 
take  it  more  faithfully.” 


Works  well  • Doesn’t  constipate  • Tastes  good  • Economical 


Supplied:  Maalox  Suspension  (12  fl.  oz.) . Also  available:  Maalox  No.  1 Tablets  (0.4  Gm.)  : no  sugar, 
low  sodium  content.  Maalox  No.  2 Tablets  (0.8  Gm.)  : double  strength  for  double  antacid  action. 


ER 


WILLIAM  H.  RORER,  INC, 

Fort  Washington,  Pa.  19034 


THE  NUMBER  ONE  ANTACID 


Maalox 

MAGNESIUM-ALUMINUM  HYDROXIDE 


Convalescing . . . but  still  a long  way  to  go. 
Anxiety  can  make  it  even  longer. 


Convalescence  following  medical  or  surgical  procedures  may  be  almost 
endless  to  an  anxious  patient.  And,  indeed,  anxiety  with  some  patients 
actually  retards  progress — for  example,  by  inducing  insomnia  and  reducing 
cooperation. 

As  physicians  have  found  during  nearly  15  years  of  widespread  use,  Equanil 
may  be  a beneficial  part  of  aftercare.  It  helps  relieve  anxiety  and  tension, 
thus  often  aiding  your  primary  therapy. 


Indications:  For  use  in  management  of 
anxiety  and  tension  occurring  alone  or  as 
accompanying  symptom  complex  to  med- 
ical and  surgical  disorders  and  pro- 
cedures. Though  not  a hypnotic,  fosters 
normal  sleep  through  antianxiety  and 
related  muscle-relaxant  properties. 
Contraindications:  History  of  sensitivity 
to  meprobamate. 

Important  Precautions:  Carefully  super- 
vise dose  and  amounts  prescribed,  espe- 
cially for  patients  prone  to  overdose 
themselves.  Excessive  prolonged  use  has 
been  reported  to  result  in  dependence  or 
habituation  in  susceptible  persons,  as 
alcoholics,  ex-addicts,  and  other  severe 
psychoneurotics.  After  prolonged  exces- 
sive dosage,  reduce  dosage  gradually  to 
avoid  possibly  severe  withdrawal  reac- 
tions. Abrupt  discontinuance  of  excessive 
doses  has  sometimes  resulted  in  epilepti- 
form seizures. 

Warn  patients  of  possible  reduced  alcohol 
tolerance,  with  resultant  slowing  of  reac- 
tion time  and  impairment  of  judgment  and 
coordination. 

Reduce  dose  if  drowsiness,  ataxia  or 
visual  disturbance  occurs;  if  persistent, 
patients  should  not  operate  vehicles  or 
dangerous  machinery. 

Side  Effects  include  drowsiness,  usually 
transient;  if  persistent  and  associated  with 
ataxia,  usually  responds  to  dose  reduc- 
tion; occasionally  concomitant  CNS  stim- 
ulants (amphetamine,  mephentermine 
sulfate)  are  desirable.  Allergic  or  idio- 
syncratic reactions  are  rare,  but  such 
reactions,  sometimes  severe,  can  develop 
in  patients  receiving  only  1 to  4 doses  who 
have  had  no  previous  contact  with  mepro- 
bamate. Previous  history  of  allergy  may 
or  may  not  be  related  to  incidence  of 
reactions.  Mild  reactions  are  charac- 
terized by  itchy  urticarial  or  erythematous 
maculopapular  rash,  generalized  or  con- 
fined to  groin.  Acute  nonthrombocyto- 
penic purpura  with  cutaneous  petechiae, 
ecchymoses,  peripheral  edema  and  fever 
have  been  reported.  One  fatal  case  of 
bullous  dermatitis  following  intermittent 
use  of  meprobamate  with  prednisolone 
has  been  reported.  If  allergic  reaction 
occurs,  meprobamate  should  be  stopped 
and  not  reinstituted.  Severe  reactions, 


observed  very  rarely,  include  angioneu- 
rotic edema,  bronchial  spasms,  fever, 
fainting  spells,  hypotensive  crises  (1  fatal 
case),  anaphylaxis,  stomatitis  and  proc- 
titis (1  case)  and  hyperthermia.  Treat 
symptomatically  as  with  epinephrine,  anti- 
histamine and  possibly  hydrocortisone. 
Aplastic  anemia  (1  fatal  case),  thrombo- 
cytopenic purpura,  agranulocytosis  and 
hemolytic  anemia  have  occurred  rarely, 
almost  always  in  presence  of  known  toxic 
agents.  A few  cases  of  leukopenia,  usually 
transient,  have  been  reported  on  con- 
tinuous administration. 

Meprobamate  may  sometimes  precipitate 
grand  mal  attacks  in  patients  susceptible 
to  both  grand  and  petit  mal.  Extremely 
large  doses  can  produce  rhythmic  fast 
activity  in  the  cortical  pattern.  Impairment 
of  accommodation  and  visual  acuity  has 
been  reported  rarely.  After  excessive 
dosage  for  weeks  or  months,  withdraw 
gradually  (1  or  2 weeks)  to  avoid  recur- 
rence of  pretreatment  symptoms  (insom- 
nia, severe  anxiety,  anorexia).  Abrupt 
discontinuance  of  excessive  doses  has 
sometimes  resulted  in  vomiting,  ataxia, 
tremors,  muscle  twitching  and  epilepti- 
form seizures.  Prescribe  very  cautiously 
and  in  small  amounts  for  patients  with 
suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor 
and  respiratory  collapse  and  anuria.  Ex- 
cessive doses  have  resulted  in  prompt 
sleep;  reduction  of  blood  pressure,  pulse 
and  respiratory  rates  to  basal  levels;  and 
occasionally  hyperventilation.  Treat  with 
immediate  gastric  lavage  and  appropriate 
symptomatic  therapy.  (CNS  stimulants 
and  pressor  amines  as  indicated.)  Doses 
above  2400  mg. /day  are  not  recom- 
mended. 

Composition:  Tablets,  200  mg.  and  400 
mg.  meprobamate.  Coated  Tablets, 
WYSEALS®  EQUANIL  (meprobamate)  400 
mg.  (All  tablets  also  available  in 
REDIPAK®  [strip  pack],  Wyeth.)  Contin- 
uous-Release Capsules,  EQUANIL  L-A 
(meprobamate)  400  mg. 

EQUANIL  ra 

(meprobamate) 

Wyeth  Laboratories  Philadelphia,  Pa. 


Photo  professionally  posed. 
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The  total  bequest  from  this  estate  to  the  Society, 
therefore,  was  $17,598.19,  of  which  we  received 
$13,500  last  year. 

Veterinary  Medical  Association  Gift 

The  Rhode  Island  Veterinary  Medical  Associa- 
tion has  made  a gift  of  $100  to  be  used  towards 
the  purchase  of  material  for  the  veterinary  med- 
ical collection  at  the  Medical  Library.  The  gift  has 
been  acknowledged. 

Rhode  Island  Medical  Journal 
The  Rhode  Island  Medical  Journal  finished  the 
fiscal  year  with  an  operating  deficit  of  $3,414 
which  was  met  out  of  a reserve  cash  balance  of 
$6,615.86  with  which  the  publication  started  1968. 

Total  receipts  for  the  year  from  advertising  and 
circulation  amounted  to  $27,929.99.  Operating  ex- 
pences,  including  a charge  of  $5,000  from  the 
Rhode  Island  Medical  Society  for  staff  services, 
use  of  facilities,  etc.,  amounted  to  $31,343.99- 
The  cash  balance  in  the  Industrial  National 
Bank  as  of  February  1,  1969  was  $3,201.86. 

John  A.  Dillon,  m.d. 

T reasurer 

HIGHWAY  SAFETY  COMMITTEE 

The  Highway  Safety  Committee  met  with  local 
police  officials  and  representatives  of  the  R.I.  State 
Department  of  Highway  Safety  and  Registry  of 
Motor  Vehicles  in  joint  session  with  the  Commit- 
tee on  Alcoholism  of  the  R.I.  Medical  Society,  on 
November  14,  1968.  As  a result  there  were  estab- 
lished several  areas  wherein  the  Society  might  be 
of  value  in  preventing  some  of  the  tragedies  occur- 
ring on  the  highways. 

A general  feeling  was  that  the  blood  alcohol 
level  over  which  an  operator  of  a motor  vehicle 
demonstrating  same  would  be  presumed  to  be  “op- 
erating under  the  influence’’  should  be  lowered 
from  0.1  to  .08  per  cent  weight/volume.  All  but 
one  member  of  the  committee  feels  this  to  be  an 
indicated  recommendation. 

The  committee  learned  that  the  curriculum  of  the 
drivers  training  program  in  the  schools  of  the  state 
does  not  include  information  that  would  teach  the 
youngsters  taking  the  course  the  effects  of  alcohol 
on  the  driver  of  a motor  vehicle.  Discussion  with 
Mr.  Shields  of  the  driver  training  program  leads 
us  to  believe  that  this  information  can  and  will  be 
included  in  the  curriculum.  This  could  conceivably 
lead  to  the  possibility  that  volunteers  of  the  R.I. 
Medical  Society  might  be  called  upon  to  deliver 
this  information  to  the  youngsters  of  the  state. 

A gap  seems  to  exist  in  the  area  of  breathalyzer 
testing  wherein  an  injured  driver  is  immediately 
taken  to  a medical  facility.  In  a hospital  the  driv- 
er is  cloaked  with  immunity  from  a breathalyzer 


or  other  testing.  It  has  come  to  our  attention  that 
federal  money  is  available  for  the  purchase  of 
equipment  and  the  training  of  personnel  to  operate 
equipment  which  has  to  do  with  the  testing  of  al- 
cohol levels  in  the  blood-  It  seems  to  the  commit- 
tee that  some  of  this  money  could  be  spent  in  the 
training  of  personnel  attached  to  hospitals  in  the 
state  and  for  the  purchase  of  equipment  to  be 
stored  in  these  facilities.  The  ingredient  lacking 
here  is  immunity  from  legal  action  for  the  person- 
nel so  involved.  If  this  immunity  were  forthcoming, 
duly  qualified  police  officers  could  request  of  med- 
ical facility  personnel  the  determination  of  blood 
alcohol  levels,  which  personnel  would  have  immu- 
nity from  legal  action  in  complying  with  said  re- 
quests. It  is  the  intention  of  the  committee  to  en- 
courage legislation  in  this  regard.  A meeting  with 
the  hospital  directors  of  the  state  is  planned 
to  discuss  the  desirability  of  their  cooperation. 
While  there  are  problems  to  be  ironed  out,  it  is 
difficult  to  project  resistance  in  principle  from  the 
hospital  directors. 

The  committee  plans  a meeting  to  precede  that 
of  the  house  of  delegates  scheduled  for  April  23, 
1969,  for  the  purpose  of  discussing  pending  legis- 
lation before  the  R.I.  General  Assembly.  We  hope 
to  have  recommendations  for  each  of  the  bills 
pending. 

We  encourage  each  member  of  the  R.I.  Medical 
Society  to  purchase  pamphlets  available  from  the 
American  Medical  Association  and  to  make  them 
available  to  their  patients  in  w-aiting  rooms  through- 
out the  state  (especially  recommended  are  pam- 
phlets OP-35  and  OP-302).  Their  cost  is  negligible 
and  their  potential  value  incalculable.  Your  com- 
mittee chairman  is  available  at  all  times  for  infor- 
mation as  to  how  to  order  these  pamphlets. 

The  committee  recommends  also  the  purchase 
from  the  American  Medical  Association  their  text 
entitled  “Alcohol  and  the  Impaired  Driver.” 

The  committee  proposes  therefore  that  The 
Rhode  Island  Medical  Society  go  on  record  favor- 
ing legislation  which  will  provide: 

1.  That  the  blood  alcohol  level  over  which  a 
driver  having  same  is  presumed  “to  be  under  the 
influence”  be  lowered  from  0.1  to  -08  per  cent 
weight/ volume. 

2.  That  the  Society  encourage  that  the  effects 
of  alcohol  on  the  driver  be  included  as  part  of  the 
curriculum  in  school  drivers  training  classes  and 
that  if  professional  personnel  be  required  to  do  this 
that  the  Society  will  make  every  effort  to  supply 
physicians  to  facilitate  same. 

3.  That  the  Society  encourage  legislation  which 
would  confer  legal  immunity  on  all  hospital  per- 
sonnel who  might  be  involved  in  the  determination 
of  blood  alcohol  levels  or  breathalyzer  determina- 

(Continued  on  Page  313) 
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Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
-bacitracin-neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  V2  oz.  with  applicator  tip,  and  Ve  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


Mild  ulcerative  colitis  may  be  triggered  here... 


In  mild  ulcerative  colitis,  a number  of 
factors  can  precipitate  an  attack:  for  in- 
stance, dietary  indiscretion,  such  as  eat- 
ing raw  foods,  or  emotional  overreaction, 
such  as  that  aroused  by  financial  difficul- 
ties. No  matter  what  causes  the  patient’s 
sensitive  colon  to  “act  up,”  he  soon  suf- 
fers from  acute  discomfort... and  often, 
from  anxiety  and  apprehension  as  well. 
Such  patients  frequently  respond  well  to 
adjunctive  dual-action  Librax®  therapy. 

Librax  combines,  in  a single  conve- 
nient capsule,  the  well-known  antianxiety 
effect  of  Librium®  (chlordiazepoxide 
HC1)  and  the  dependable  anticholinergic 
/ antispasmodic  effect  of  Quarzan®  (clidi- 
nium  Br).  Therefore,  as  Librax  helps  to 
relieve  the  patient’s  excessive  anxiety  and 
reduce  his  overreaction  to  stress,  it  also, 


at  the  same  time,  helps  to  control  hyper- 
secretion and  hypermotility,  thus  reliev- 
ing spasm  and  abdominal  discomfort. 

With  Librax,  the  dosage  schedule  is 
simple:  1 or  2 capsules,  t.i.d.  or  q.i.d., 
will  in  most  cases  bring  the  patient  sig- 
nificant relief  of  both  the  emotional  and 
physical  elements  that  contribute  to  his 
psychovisceral  disorder. 

Before  prescribing,  please  consul  t complete  prod- 
uct information,  a summary  of  which  follows. 

INDICATIONS:  Indicated  as  adjunctive  ther- 
apy to  control  emotional  and  somatic  factors  in 
gastrointestinal  disorders. 

CONTRAINDICATIONS:  Patients  with  glau- 
coma; prostatic  hypertrophy  and  benign  blad- 
der neck  obstruction;  known  hypersensitivity 
to  chlordiazepoxide  HC1  and/or  clidinium 
bromide. 

WARNINGS:  Caution  patients  about  possible 


combined  effects  with  alcohol  and  other  C!  - 
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depressants.  As  with  all  CNS-acting  drugs,  c; 
tion  patients  against  hazardous  occupations 
quiring  complete  mental  alertness  (e.g.,  operat, 
machinery,  driving).  Though  physical  and  p 
chological  dependence  have  rarely  been  report 
on  recommended  doses,  use  caution  in  i 
ministering  Librium  (chlordiazepoxide  hyd 
chloride)  to  known  addiction-prone  individu 
or  those  who  might  increase  dosage;  withdrav, 
symptoms  (including  convulsions),  follow! 
discontinuation  of  the  drug  and  similar  to  the 
seen  with  barbiturates,  have  been  reported.  L 
of  any  drug  in  pregnancy,  lactation,  or  in  wom 
of  childbearing  age  requires  that  its  potent 
benefits  be  weighed  against  its  possible  hazan 
As  with  all  anticholinergic  drugs,  an  inhibiti 
effect  on  lactation  may  occur. 

PRECAUTIONS:  In  elderly  and  debilitate 
limit  dosage  to  smallest  effective  amount  to  pi 
elude  development  of  ataxia,  oversedation 
confusion  (not  more  than  two  capsules  per  d 
initially;  increase  gradually  as  needed  and  toll 
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I Though  generally  not  recommended,  if 

ination  therapy  with  other  psychotropics 
; indicated,  carefully  consider  individual 
nacologic  effects,  particularly  in  use  of  po- 
ting  drugs  such  as  MAO  inhibitors  and 
jthiazines.  Observe  usual  precautions  in 
ace  of  impaired  renal  or  hepatic  function, 
loxical  reactions  (e.g.,  excitement,  stimula- 
nd  acute  rage)  have  been  reported  in  psy- 
ic  patients.  Employ  usual  precautions  in 
l ient  of  anxiety  states  with  evidence  of  im- 
>ng  depression;  suicidal  tendencies  may  be 

I it  and  protective  measures  necessary.  Vari- 
effects  on  blood  coagulation  have  been 
led  very  rarely  in  patients  receiving  the 
and  oral  anticoagulants;  causal  relation- 
as  not  been  established  clinically. 

VERSE  REACTIONS:  No  side  effects  or 
estations  not  seen  with  either  compound 
have  been  reported  with  Librax.  When 
I liazepoxide  hydrochloride  is  used  alone, 
liness,  ataxia  and  confusion  may  occur, 
I ally  in  the  elderly  and  debilitated.  These 


are  reversible  in  most  instances  by  proper  dos- 
age adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a few 
instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal  symp- 
toms, increased  and  decreased  libido  — all  in- 
frequent and  generally  controlled  with  dosage 
reduction;  changes  in  EEG  patterns  (low-volt- 
age fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including  agranu- 
locytosis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally  with  chlordiaz- 
epoxide  hydrochloride,  making  periodic  blood 
counts  and  liver-function  tests  advisable  during 
protracted  therapy.  Adverse  effects  reported 
with  Librax  are  typical  of  anticholinergic  agents, 
i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary 
hesitancy  and  constipation.  Constipation  has 
occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics,  and/or  low 
residue  diet. 


two  good  reasons 
for  prescribing 

LIBRAX* 

Each  capsule  contains  5 mg  chlordiaz- 
epoxide  HC1  and  2.5  mg  clidinium  Br. 


ROCHE 

LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Nose  clear  as  a whistle 

(THANKS  TO  DIMETAPP ) 


Dimetapp  Extentabs®  does  an  outstanding  job  of  helping  to 
clear  up  the  stuffiness,  drip  and  congestion  of  colds  and  upper 
respiratory  allergies  and  infections.  Each  Extentab  keeps 
working  up  to  12  hours.  And  for  most  patients  drowsiness  or 
overstimulation  is  unlikely.  Try  Dimetapp.  It  clearly  works. 


FOR  UPPER  RESPIRATORY  ALLERGIES  AND  INFECTIONS 

Dimetapp  Extentabs 

Dimetane®  (brompheniramine  maleate),  12  mg.;  phenylephrine 
HC1,  15  mg.;  phenylpropanolamine  HC1,  15  mg. 

UP  TO  12  HOURS  CLEAR  BREATHING  ON  ONE  TABLET 


Indications:  Dimetapp  is  indicated  for  symptomat- 
ic relief  of  the  allergic  manifestations  of  respira- 
tory illnesses,  such  as  the  common  cold  and  bron- 
chial asthma,  seasonal  allergies,  sinusitis,  rhinitis, 
conjunctivitis,  and  otitis. 

Contraindications:  Hypersensitivity  to  antihista- 
mines. Not  recommended  for  use  during  pregnancy. 
Precautions:  Until  patient’s  response  has  been  de- 
termined, he  should  be  cautioned  against  engag- 
ing in  operations  requiring  alertness.  Administer 
with  care  to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 

Side  Effects:  Hypersensitivity  reactions  including 
skin  rashes,  urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on  rare  occasions. 
Drowsiness,  lassitude,  nausea,  giddiness,  dryness 
of  the  mouth,  mydriasis,  increased  irritability  or 
excitement  may  be  encountered. 

Dosage:  1 Extentab  morning  and  evening. 
Supplied:  Bottles  of  100  and  500. 

A H.  ROBINS  COMPANY  /4'H'DOBINS 
RICHMOND,  VA.  23220  | \. 
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tions  of  persons  brought  to  the  hospital,  when 
such  tests  are  requested  by  duly  authorized  police 
officials. 

The  committee  hopes  to  be  able  to  present  recom- 
mendations on  pending  legislation  on  which  it  feels 
the  Society  should  take  a stand. 

It  is  the  opinion  of  the  chairman  that  the  physi- 
cians of  the  state  in  matters  relating  to  highway 
safety  find  themselves  quite  in  the  position  of  med- 
ical officers  in  the  military.  That  is  to  say,  bur- 
dened with  tremendous  responsibility  but  lacking 
the  authority  of  a line  officer  . . . allowed  only  the 
platform  of  recommendation.  It  is  the  request  of 
the  chairman  that  we  carry  out  what  is  allowed 

On  Wednesday,  May  21,  there  is  to  be  held  the 
1969  Governor’s  Conference  on  Traffic  Safety  at 
the  Biltmore  Hotel. 

It  is  the  hope  and  intention  of  the  committee  to 
be  able  to  present  the  recommendations  of  The 
Rhode  Island  Medical  Society  at  this  meeting  re- 
garding the  three  resolutions  proposed  and  also  its 
inclinations  regarding  pending  legislation  before 
the  General  Assembly. 

Joseph  E.  Caruolo,  m.d. 

Chairman 

DISASTER  COMMITTEE 

On  Saturday,  March  29,  1969  the  Disaster  Com- 
mittee held  the  second  annual  day-long  workshop 
at  Roger  Williams  General  Hospital,  Providence, 
in  cooperation  with  the  United  Public  Health  Serv- 
ice, Rhode  Island  Department  of  Health,  and  The 
Rhode  Island  Department  of  Education.  Two  hun- 
dred and  fifty  ambulance  and  rescue  squad  per- 
sonnel were  in  attendance  and  a keynote  speech 
was  given  by  Roman  E.  Galasinski,  M.D.  of  Mil- 
waukee, Wisconsin,  who  is  a member  of  the  Amer- 
ican Medical  Association’s  Committee  on  Disaster 
Medical  Care.  The  topics  covered  in  the  Work- 
shops were:  (1)  Emergency  Childbirth  Procedures 
and  excessive  Vaginal  Bleeding,  (2)  Fractures  and 
Splinting,  (3)  Psychiatric  Aspects  of  Emergency 
Casualty  Handling,  (4)  Emergency  Medical  Prob- 
lems Including  Shock,  Coma  and  Poisoning,  (5) 
Surgical  Aspects  of  Trauma,  (6)  Resuscitation 
and  ventilation.  The  following  physician  members 
of  our  society  contributed  at  the  sessions:  Joseph 
J.  O’Neill,  M.D.,  Richard  G.  Bertini,  M.D.,  Henry 
M-  Litchman,  M.D.,  Gabriel  A.  Najera,  M.D., 
Robert  H.  Rosen,  M.D.,  Leroy  S.  Chapnick,  M.D., 
and  Robert  Burroughs,  M.D.,  a medical  resident 
from  Rhode  Island  Hospital.  Mr.  Farrell  and  John 
B.  Lawlor,  M.D.,  former  chairman  of  this  com- 
mittee were  present  and  contributed  to  the  success 
of  the  meeting.  A luncheon  was  served  and  a cer- 
tificate will  be  sent  to  each  participant  completing 
the  all  day  workshops. 


This  meeting  was  again  an  overwhelming  suc- 
cess and  was  greatly  appreciated  by  this  enthusi- 
astic group  of  full-time  and  part-time  volunteer 
rescue  workers.  This  committee  is  now  planning 
to  initiate  in  the  future  a year  round  training 
course  to  be  held  in  the  evenings  and  to  be  op- 
erated on  a County  level.  The  topics  to  be  ris- 
cussed  and  the  material  to  be  taught  will  be  regu- 
lated through  this  committee. 

Robert  L.  Conrad,  m.d- 

Chairman 

INDUSTRIAL  HEALTH  COMMITTEE 

During  the  fall  meeting  of  the  Industrial  Health 
Committee  federal  legislation  which  was  discussed 
at  length  at  the  September  meeting  of  the  AMA 
Committee  on  Occupational  Health  was  briefly  re- 
viewed. The  Occupational  Safety  and  Health  Acts 
of  1968  were  actively  opposed  by  industry  where 
labor  unions  actively  favor  it.  The  Professional 
Medical  Associations  including  the  AMA  strongly 
favor  the  research,  training  and  grants  to  the  states 
and  proposed  a new  Professional  National  Advis- 
ory Committee  on  hazardous  physical  and  chemi- 
cal agents  to  advise  federal  and  state  authorities 
on  criteria  for  occupational  health  safeguards.  The 
AMA  opposed  standard  setting  and  enforcement  by 
federal  agencies  recommending  that  states  continue 
and  expand  these  activities  with  the  help  of  fed- 
eral grants  using  existing  recognized  standard  set- 
ting agencies  like  USA  Standards  Institute,  The 
American  Confederation  of  Government  Industrial 
National  Advisory  Council- 

The  legislation  introduced  to  the  General  As- 
sembly in  1968  which  would  permit  a narcotic  to 
be  administered  by  a nurse  in  an  industrial  acci- 
dent was  once  again  reviewed.  This  piece  of  legis- 
lation did  not  pass  the  State  Senate.  It  was  the 
opinion  of  the  committee  that  this  legislation 
should  not  be  proposed  again  in  1969  since  it  is 
contrary  to  the  pre-existing  Federal  Law. 

The  committee  reviewed  and  established  some 
criteria  for  the  continuation  of  immunization  pro- 
grams in  industry.  It  was  agreed  that  the  Indus- 
trial Health  Committee  should  act  in  an  advisory 
capacity  when  asked  by  industry  or  physicians 
in  industry. 

Robert  P.  Sarni,  m.d. 

Chairman 

LIBRARY  COMMITTEE 

The  Committee  holds  two  meetings  a year,  in 
October  and  April.  The  meeting  on  April  18  will 
be  reported  later. 

On  October  23,  1968,  we  told  that  our  requested 
Medical  Library  Resource  Grant  from  the  National 
Library  of  Medicine  had  been  received  and  that 
the  microfilming  project  was  under  way.  We  feel 

(Continued  on  Page  339) 
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How  high  is  the  "index  of  suspi- 
cion” for  E.  coli  in  urinary  tract  in- 
fections? 

Recently  it  has  been  estimated  that 
about  86  per  cent  of  positive  cul- 
tures in  first  attacks  of  urinary 
tract  infection  are  E.  coli.'  It  has 
also  been  noted  that  "The  coliform 
group,  especially  E.  coli,  accounts 
for  approximately  90  per  cent  of 
initial  infections — ”2 
Consider  wide-spectrum  Gantanol® 
(sulfamethoxazole)  for  its  high  "in- 
dex of  confidence”— its  proven  ef- 
fectiveness against  E.  coli  and 
other  sensitive  gram-negative  and 
gram-positive  organisms.  Thera- 
peutic levels  of  Gantanol  in  blood 
and  urine  are  achieved  within  2 
hours  after  a 2-Gm  starting  dose, 


with  ready  diffusion  into  intersti- 
tial fluids.  Responsive  infections 
generally  clear  within  5 to  7 days, 
with  relief  of  symptoms  usually 
seen  within  24-48  hours. 

Gantanol  also  earns  its  high  "index 
of  confidence”  because  Gantanol 
therapy  is  relatively  free  from  com- 
plications, including  the  problem 
of  bacterial  resistance  or  superin- 
fection. 

Convenient,  economical  dosage 
schedule:  b.i.d. 

References:  1.  Vernier,  R.  L.,  in  Pa- 
tient Care  Feature:  Patient  Care,  1 :20 
(Feb.)  1967.  2.  Beeson,  P.  B.:  “The 
Infectious  Diseases,”  in  Beeson,  P.  B., 
and  McDermott,  W.  (eds.) : Cecil-Loeb 
Textbook  of  Medicine,  ed.  12,  Philadel- 
phia, W.  B.  Saunders  Company,  1967, 
p.  230. 

Before  prescribing,  please  consult 
complete  product  information,  a 
summary  of  which  follows: 
Indications:  Acute  and  chronic  uri- 
nary tract,  respiratory  and  soft  tis- 
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sue  infections  due  to  susceptible 
microorganisms:  prophylactically 
following  diagnostic  instrumental 
procedures  on  genitourinary  tract. 
Contraindicated  in  sulfonamide- 
sensitive  patients,  pregnant  fe- 
males at  term,  premature  infants, 
or  newborn  infants  during  first  3 
months  of  life. 

Warnings:  Use  only  after  critical 
appraisal  in  patients  with  liver  or 
renal  damage,  urinary  obstruction 
or  blood  dyscrasias.  Deaths  re- 
ported from  hypersensitivity  reac- 
tions, Stevens-Johnson  syndrome, 
agranulocytosis,  aplastic  anemia 
and  other  blood  dyscrasias.  In 
closely  intermittent  or  prolonged 
therapy,  blood  counts  and  liver  and 
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kidney  function  tests  should  be 
performed.  Clinical  data  insuffi- 
cient on  prolonged  or  recurrent 
therapy  in  chronic  renal  diseases 
of  children  under  6 years. 
Precautions:  Occasional  failures 
may  occur  due  to  resistant  micro- 
organisms. Not  effective  in  virus 
and  rickettsial  infections.  Sul- 
fonamides not  recommended  for 
therapy  of  acute  infections  caused 
by  group  A beta-hemolytic  strepto- 
cocci. At  present,  penicillin  is  drug 
of  choice  in  acute  group  A beta- 
hemolytic  streptococcal  infections; 
although  Gantanol  has  produced 
favorable  bacteriologic  conversion 
rates  in  this  infection,  data  insuffi- 
cient on  long-term  follow-up  stud- 
ies as  to  its  effect  on  sequelae  of 
rheumatic  fever  or  acute  glomeru- 
lonephritis. If  other  treatment 
cannot  be  used  and  Gantanol  is 
employed  in  such  infections,  im- 
portant that  therapy  be  continued 
in  usual  recommended  dosage  for 
at  least  1 0 days.  Observe  usual  sul- 


fonamide therapy  precautions,  in- 
cluding adequate  fluid  intake.  Use 
with  caution  if  history  of  allergies 
and/or  asthma.  Follow  closely  pa- 
tients with  renal  impairment  since 
this  may  cause  excessive  drug  ac- 
cumulation. Need  for  indicated 
local  measures  or  surgery  not  ob- 
viated in  localized  infections. 
Adverse  Reactions:  Depending  up- 
on the  severity  of  the  reaction, 
may  withdraw  drug  in  event  of 
headache,  nausea,  vomiting,  urti- 
caria, diarrhea,  hepatitis,  pancre- 
atitis, blood  dyscrasias,  neurop- 
athy, drug  fever,  Stevens-Johnson 
syndrome,  skin  rash,  injection  of 
the  conjunctiva  and  sclera,  pete- 
chiae,  purpura,  hematuria  and 
crystalluria. 
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POSTGRADUATE  MEDICAL  EDUCATION  AND 
COMMUNITY  ORGANIZATION  IN  THE 
DELIVERY  OF  QUALITY  MEDICAL  CARE  IN 
RHODE  ISLAND* 


Efforts  of  Many  People  Contribute 
Toivard  Improving  Health  of  Our 
Citizens 

This  year  has  been  rather  calm  for  medicine 
in  Rhode  Island  and  the  Rhode  Island  Medical 
Society  in  particular.  Wee  seem  to  be  in  an  era 
of  transition.  The  year  was  not  as  stimulating 
or  exciting  as  those  associated  with  the  advent  of 
Medicare. 

YEAR  IN  REVIEW 

Medicare  is  here  now,  and  well  established, 
whether  we  like  it  or  not.  We  can  tolerate  it,  and 
as  of  the  moment,  it  is  a bit  too  embryonic  to 
be  researched  and  re-evaluated.  This,  I’m  sure, 
will  be  done  in  the  next  few  years. 

We  have  thus  far  escaped  the  onslaught  of 
hyperactivity  of  the  students.  The  political  and 
social  unrest  of  the  students  does  not  seem  to  have 
reached  the  high  ranks  of  the  Intern  and  Resi- 
dent. We  are  spared  sit-ins  in  the  Medical  Society 
Library,  or  the  Hospital  Administrator’s  office. 
This  may  well  come,  and  I should  be  careful,  or 
I might  invite  it  sooner  than  we  care  to  see  it. 

There  are  some  thoughts  that  I would  like  to 
express  about  problems  we  concerned  ourselves 
with  during  the  year,  and  matters,  I am  sure,  we 
will  consider  again  during  the  coming  year.  I will 
categorize  these  subjects  into  two  groups:  those 
of  particular  interest  to  the  medical  society,  and 
those  that  relate  more  to  the  whole  Rhode  Island 
community. 

Some  serious  consideration  has  been  given  to 
our  relations  with  our  fellow  practitioners,  the  os- 
teopathic physicians.  At  joint  conference  meetings 
we  discussed  the  possibility  of  a uniform  licensing 
law  in  the  State  of  Rhode  Island.  Such  a law 
would  be  a positive  step  forward.  It  would  more 
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closely  unite  the  doctors  of  osteopathy  and  the 
doctors  of  medicine.  Our  citizens  are  served  by 
both  groups,  and  although  there  are  differences 
of  opinion  between  the  two,  it  just  doesn’t  seem 
right  in  this  day  and  age  for  us  to  be  going  in 
separate  directions.  We  need  more  communication 
and  cooperation.  This  is  difficult  to  achieve  as 
there  are  many  obstacles  in  the  way.  However, 
some  progress  has  been  made.  I am  sure  you  are 
aware  that  an  osteopathic  physician  was  accepted 
on  the  staff  of  one  of  our  non-osteopathic  hospi- 
tals, and  two  other  osteopathic  physicians  are 
being  seriously  considered  for  staff  appointments 
at  another  hospital.  The  appointments  have  been 
considered  on  the  basis  of  ability  and  service  pro- 
vided. This  is  as  it  should  be.  I should  also  add 
that  at  one  of  our  hospitals  we  are  about  to  have 
an  osteopathic  physician  as  an  intern. 

POSTGRADUATE  MEDICAL  EDUCATION 

Another  area  that  has  received  some  attention 
during  the  year  in  the  matter  of  postgraduate 
medical  education.  I am  referring  not  to  intern  or 
residency  programs  but  rather  to  the  re-education 
of  the  practicing  physician.  This  is  a knotty  prob- 
lem. Most  centers  can  handle  the  extra  observers 
or  examiners  in  medicine  or  pediatrics,  or  the  other 
non-surgical  specialties,  but  in  the  surgical  areas 
the  problem  is  real. 

Most  established  surgical  teaching  programs  are 
filled  with  as  many  students  as  faculty  and  patient 
load  can  bear.  It  is  obvious  that  additional  teach- 
ing programs  will  require  additional  teaching  fa- 
cilities and  faculty.  A recent  regional  meeting, 
sponsored  by  the  Massachusetts  Medical  Society, 
brought  out  the  fact  that  the  Veterans  Adminis- 
tration has  become  very  interested  in  the  problem 
of  postgraduate  training.  It  is  allowing  its  em- 
(Continued  on  next  page) 
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ployee-doctors  time  to  take  refresher  courses  of 
up  to  two  months  in  duration.  The  Veterans  Ad- 
ministration is  also  establishing  teaching  programs 
for  these  same  potential  students,  and  these  pro- 
grams will  be  open  to  non-V.A.  doctors  as  well. 

Postgraduate  education  of  practicing  physicians 
is  one  of  the  biggest  problems  facing  Medicine. 
New  medical  information  and  techniques  appear 
so  rapidly  that  it  is  essential  that  the  generalist 
in  medicine,  that  is,  the  internist,  the  pediatrician, 
the  general  surgeon,  and  the  family  physician, 
return  to  formal  teaching  centers  frequently.  It 
will  not  be  easy  to  keep  abreast  of  new  events 
in  medicine,  even  by  devoting  as  much  as  a month 
every  other  year  to  formal  training.  I believe  that 
a committee  of  the  Medical  Society,  made  up  of 
the  specialties  mentioned,  should  tackle  this  prob- 
lem broadly  right  here  in  Rhode  Island.  We  have 
good  teachers,  we  have  the  patient  load,  and  we 
have  the  know-how. 

We  will  move  forward  when  hospitals  figure 
out  how  to  handle  “old  Grads”,  and  some  method 
for  compensating  the  participating  physician  can 
be  found.  It  may  sound  strange  that  a Doctor 
should  receive  financial  support  for  study,  but  I 
believe  that  it  is  a sensible  suggestion.  There 
should  be  funds  available,  and  I’m  sure  there  will 
be,  either  through  the  Society  or  other  groups. 
Hospitals  could  support  this,  just  as  they  support 
research  personnel. 

Community  items  that  concern  the  Society  in- 
clude the  delivery  of  medical  care  and  the  finan- 
cing of  this  care. 

FINANCING  OF  MEDICAL  CARE 

There  is  no  doubt  that  the  average  person  in 
this  country  wants  to  pay  his  bills.  Because  medi- 
cal problems  are  usually  unexpected  and  unher- 
alded, he  is  willing  to  prepay  his  medical  bill.  The 
Blue  Plans  are  the  major  third  party  insurers  for 
medical  costs  in  our  community.  Our  Society,  in- 
fluential as  it  should  be  with  these  plans,  has 
done  much  to  improve  the  benefits.  We  have  re- 
cently encouraged  the  Blue  Shield  Plan  to  pay 
completely  the  usual  and  customary  fee  for  a 
physician’s  service,  provided  the  fee  is  reasonable. 
This  is  an  admirable  step  forward.  I would  tem- 
per my  enthusiasm,  however,  by  the  realization 
that  the  plan  is  much  more  expensive  than  we 
originally  estimated,  so  much  so  that,  for  the 
moment  at  least,  the  plan  is  an  item  for  the  afflu- 
ent. It  is  not  readily  available,  for  obvious  rea- 
sons, for  the  one  that  needs  it  the  most  — • the 
person  of  limited  means.  I’m  not  talking  about 
the  welfare  recipient,  but  rather  the  man  wrho 
works  hard  to  raise  his  family  and  who  is  willing 
to  pay  his  way,  but  who  never  quite  makes  enough 


for  a medical  emergency  reserve.  This  program  is 
still  not  within  his  reach.  We  must  review  this 
program,  and  learn  how  we  can  revise  and  pro- 
vide the  services  on  a much  wider  basis.  I submit 
that  the  Medical  Society  can  do  more  in  this  area. 

DELIVERY  OF  MEDICAL  CARE 

The  problem  of  the  delivery  of  medical  care 
is  one  that  will  always  be  with  us.  The  many 
factors  contributing  to  the  complexity  of  this  prob- 
lem help  delay  its  solution.  There  are  many  agen- 
cies in  Rhode  Island  that  concern  themselves  with 
this  delivery  of  medical  services.  It  is  my  impres- 
sion that  better  liaison  could  be  established  among 
the  many  groups.  The  government  sponsored  agen- 
cies have  their  programs  and  ideas.  Brown  Uni- 
versity is  getting  its  feet  wet  in  the  medical 
world,  and  this  Society,  representing  the  people 
that  will  influence  medical  care  so  greatly,  is  con- 
stantly aware  of  the  problem.  I have  the  impres- 
sion, however,  that  there  are  times  when  we  are 
all  trying  to  reach  the  same  goal  by  different 
avenues,  and  sometimes  we  are  not  aware  of  the 
efforts  being  made  by  the  other  fellow.  Govern- 
ment agencies,  such  as  those  concerned  with  pro- 
jects like  those  of  the  Office  of  Economic  Oppor- 
tunity, are  providing  valuable  services.  Granted, 
these  efforts  are  being  publicized,  but  I think  that 
there  is  not  enough  cooperative  thought  about 
what  is  being  done  through  these  agencies.  I think 
that  we  would  all  benefit  if  there  were  more  dirct 
channls  of  communication  between  the  Rhode  Is- 
land Medical  Society  and  the  various  governmental 
health  agencies.  We  do  have  an  excellent  State 
Health  Department,  and  we  do  have  good  relations 
with  it. 

Brown  University  is  now  perhaps  the  dominant 
factor  in  the  delivery  of  quality  medical  care  in 
our  community.  This  old  and  prestigious  center 
of  learning,  quite  naturally,  should  be  the  site  of 
a Rhode  Island  medical  school.  Better  liaison  be- 
tween Brown  and  the  non-academic  doctors  in  the 
state,  and  between  Brown  and  the  other  health 
agencies,  would  speed  up  th  process  of  develop- 
ment of  this  School.  As  you  know,  Brown  is 
attempting  to  incorporate  local  hospitals  into  its 
medical  family.  This  is  a good  step.  But  there  are 
days  when  one  wonders  just  how  long  it  will  take 
to  get  this  program  going.  I realize  that  you  must 
allow  time  for  the  growth  of  a medical  school, 
but  the  funeral  pace  of  the  development  of  teach- 
ing facilities  at  local  hospitals  is  somewhat  disap- 
pointing, to  me  at  least. 

‘If  this  is  being  over-critical,  it  is  because  Brown 
University  is  a giant  in  the  educational  field  in 
this  area,  and  it  can  well  tolerate  the  prodding  I 
am  attempting  to  give  it.  Only  when  it  moves 
rapidly  will  the  momentum  carry  over  to  the  local 
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hospitals,  and  only  then  will  quality  of  care  im- 
prove and  utilization  become  more  efficient. 

One  small  aside  is  in  order  on  a matter  about 
which  I feel  strongly — the  government  of  local 
hospitals.  These  hospitals  are  mostly  charitable 
institutions.  I have  nothing  but  the  utmost  respect 
and  admiration  for  men  who  dedicate  time  as  trus- 
tees in  these  hospitals  but  it  is  about  time  that 
boards  of  trustees  included  voting  doctors.  We 
provide  a tremendous  part  of  the  service,  and  we 
know  more  about  medical  problems  than  ninety- 
nine  per  cent  of  the  trustees.  Yet,  in  most  of  our 
hospitals  doctors  are  considered  somewhat  inade- 
quate, or  unqualified,  for  membership  on  boards 
of  trustees. 

RHODE  ISLAND  GROUP  HEALTH  ASSOCIATION 

May  I present  some  thoughts  about  the  Rhode 
Island  Group  Health  Association,  new  health  plan 
sponsored  by  the  unions  of  Rhode  Island.  The 
Rhode  Island  Medical  Society  endorses  any  health 
plan  that  will  provide  quality  care  for  our  citizens. 
But  I honestly  believe  that  endorsement  of  a plan 
requires  that  the  plan  be  economically  sound  and 
necessary.  This  particular  plan  in  question  should 
be  looked  at  very  carefully.  We  are  not  opposed 
to  a group  plan.  But  I am  concerned  that  this 
arrangement  will  not  provide  any  service  that  is 
not  already  available  for  the  subscribers  involved, 
and  it  will  be  a very  expensive  plan.  It  seems  to 
me  we  that  it  will  be  a duplication  of  something 
we  already  have  in  Rhode  Island.  The  Blue  Plans 
have  their  shortcomings,  there  is  not  doubt.  But 
it  would  appear  to  me  that  if  the  Blue  Plans,  the 
unions,  Brown  University,  which  now  has  a defi- 
nite interest  in  this  effort,  and  the  Medical  Society 
could  get  together,  they  could  determine  what  is 
best  for  our  community,  not  what  makes  a better 
building,  or  a captive  clinic  for  a medical  school, 
or  what  adds  prestige  to  a union.  I fully  realize 
that  doctors  in  some  areas  must  change  their 
thinking.  If  the  plan  has  merit,  then  it  should 
be  brought  out,  discussed,  and  implemented.  It  is 
not  what  is  good  for  me  as  a doctor,  or  what  is 
good  for  the  Rhode  Island  Medical  Society,  but 
what  is  good  for  our  community  that  matters.  But 
I am  not  at  all  convinced  that  two  expensive- 
very  expensive — competing  insurance  plans  in  our 
midst  is  a luxury  that  we  need.  The  Rhode  Island 
Medical  Society  has  made  overtures  to  participate 
in  the  discussions  concerning  the  proposed  plan. 
However,  nothing  much  has  come  of  the  requests. 

THE  EFFORTS  OF  MANY 

I have  touched  on  many  subjects,  I hope  not 
in  a hypercritical  way,  for  if  I have  learned  any- 
thing in  this  year  it  has  been  of  the  tremendous 


effort  by  so  many  people,  in  and  out  of  the  field 
of  medicine,  toward  improving  the  health  of  our 
citizens. 

To  the  officers  and  members  of  the  Society,  to 
our  executive  secretary,  his  assistant  and  staff, 
without  whom  there  would  be  no  functioning  Med- 
ical Society,  to  all  the  doctors  that  contributed 
so  greatly  and  continue  to  contribute  to  the  wel- 
fare of  our  communiy,  thank  you  very  much  for 
your  help. 
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MANAGEMENT  OF  DELIRIUM  TREMENS 


Regimen  Includes  Early  Identifica- 
tion, Nourishment,  Medications , 

and  Compassionate  Understanding 

Delirium  tremens  often  occurs  in  the  chronic  al- 
coholic after  an  unusually  severe  or  prolonged 
drinking  bout,  accompanied  by  poor  nutritional 
habits,  followed  by  sudden  withdrawal  of  alcohol. 
Generally,  the  syndrome  is  preceded  by  a period  of 
aversion  to  food,  with  restlessness,  irritability,  and 
insomnia,  and  is  characterized  by  mental  confusion, 
hallucinations  predominantly  in  the  visual  field, 
and  also  congested  conjunctivae,  perspiration,  fine 
tremors  of  the  hands,  weak  and  rapid  pulse  at 
times  with  some  elevation  of  temperature,  and  oc- 
casionally convulsive  seizures  or  “rum  fits.”  The 
mortality  rate  among  patients  having  delirium  tre- 
mens (DT's)  was  as  high  as  15  and  20  per  cent 
in  the  past,  but  has  been  progressively  reduced 
with  the  advent  of  modern  methods  of  treatment. 

For  many  years  it  has  been  known  that  the 
abrupt  deprivation  of  opium  or  its  derivatives 
from  the  individual  who  is  addicted  to  these  drugs 
will  cause  the  appearance  of  a well-known  group  of 
withdrawal  symptoms.  It  is  interesting  to  note, 
however,  that,  although  known  in  some  circles, 
this  was  not,  until  recently,  widely  considered  to  be 
true  with  respect  to  alcohol.  The  toxic  effect  of 
alcohol  as  observed  in  prolonged  drunkenness 
had  long  been  considered  to  be  sufficient  to  pro- 
duce DT's  and  convulsive  seizures.  It  had  also 
been  well  known  that  inadequate  nourishment  with 
resulting  “starvation  acidosis”  or  imbalance  of 
electrolytes  often  contributed  to  the  development 
of  such  conditions.  Further  observation  and  study 
of  alcoholic  patients  has  provided  evidence  suffi- 
cient to  conclude  that  the  sudden  withdrawal  of 
alcohol  in  an  exhausted,  nutritionally  depleted  or- 
ganism is  the  usual  precipitating  factor  in  produc- 
ing DT's.  It  was  once  thought  that  fractures,  in- 
fections, or  other  acute  illnesses  or  inuries  precipi- 
tated such  attacks;  but  it  is  now  known  that  such 
acute  illnesses  or  injuries  are  simply  the  events 
that  lead  to  the  sudden  deprivation  of  liquor  with 
resulting  delirium  or  convulsions.  A good  number 
of  chronic  alcoholics  vomit  because  of  gastritis  and 
develop  a temporary  aversion  to  solid  food,  liquids, 
and  at  times  even  alcohol.  They  thus  suddenly  stop 
drinking  as  well  as  eating  and  within  a relatively 
short  period  of  time  exhibit  restlessness,  tremulous- 
ness, and  insomnia,  and  show  evidence  of  delirium 
or  seizures- 

It  has  been  observed  that,  with  few  exceptions, 
the  chronic  alcoholics  who  developed  delirium  tre- 
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mens  within  a few  days  following  their  admission 
to  our  institution  seemed  fairly  well  preserved 
upon  admission,  although  some  were  shaky  and 
were  then  considered  to  be  on  the  verge  of  devel- 
oping DT's.  History  obtained  from  these  patients, 
their  relatives,  or  friends  revealed  that  the  patients 
showing  premonitory  signs  of  delirium  tremens  had 
done  little  if  any  drinking  for  one  to  two  days  be- 
fore coming  here. 

It  is  not  within  the  scope  of  this  paper  to  develop 
this  theme  further;  for  a discursive  discussion  see 
Victor  and  Adams'  excellent  article,6  which  elab- 
orates on  the  time  factor  and  development  of  hal- 
lucinatory and  seizure  behavior. 

Despite  an  apparent  reduction  in  the  morbidity 
rate  in  delirium  tremens  in  recent  years,  it  could 
be  stated  in  1963  that  “The  mortality  in  the  type 
of  cases  that  reaches  the  hospital  averages  from 
5-15  per  cent,  the  two  most  frequent  causes  of 
death  being  heart  failure  and  pneumonia.”1  “A  high 
percentage  of  these  patients  die  from  cardiac  fail- 
ure or  pneumonia,”2  "The  reaction  of  delirium  tre- 
mens goes  on  from  perhaps  3-10  days  or  longer 
and  is  an  exhausting  experience  to  the  patient  who 
dies  literally  from  exhaustion  during  this  syn- 
drome.”3 Modal  estimates  of  significant  alcohol  ad- 
diction in  the  U.S.  are  currently  between  5 and 
10  million;  taken  with  these  figures,  the  DT  mor- 
bidity rate  represents  a significant  number  of  in- 
dividuals. It  is  the  purpose  of  this  paper  to  restate 
the  significance  of  this  problem,  to  offer  a simple 
and  effective  treatment  method,  and  to  emphasize 
that  this  method,  if  instituted  immediately  and 
routinely  upon  admission  of  high-risk  patients, 
could  in  fact  avert  many  episodes  of  DT’s  and 
markedly  reduce  the  seriousness  of  those  that  do 
occur.  It  is  being  presented  not  as  the  final  and 
definitive  treatment  method,  but  simply  as  one 
which  w'orks  empirically. 

Physicians  and  healers  over  the  years  have  de- 
veloped individual  and  varyingly  effective  means 
of  treating  DT’s,1-5  such  as  withdrawing  all  liquids 
vs.  practically  force-feeding  liquids;  tapering  off 
vs.  withdrawing  alcohol  suddenly  and  completely; 
routinely  giving  vs.  never  giving  paraldehyde;  in- 


320 


Rhode  Island  Medical  Journal 


ducing  immediate  sleep  by  means  of  sedation  vs. 
avoiding  sedation;  and  the  like. 

TREATMENT  METHOD 

The  treatment  method  to  be  described  has  been 
used  to  date  with  approximately  400  cases  of 
DT’s  without  mortality.  While  the  fact  that  there 
have  been  no  deaths  under  this  regimen  could  be 
due  partially  to  good  fortune,  we  believe  it  can  in 
a large  measure  be  attributed  to  the  medical  and 
emotional  handling  of  the  patient  with  particular 
emphasis  on  competent  and  diligent  nursing  care. 
We  believe  further  that  these  factors  explain  the 
variance  between  the  expected  number  of  deaths 
(22-67,  or  5-15  per  cent  of  400)  and  those  ob- 
served (0). 

If  the  patient’s  recent  history,  his  physical  and 
emotional  state,  and  the  initial  laboratory  findings 
suggest  that  he  is  vulnerable  to,  or  in,  delirium  tre- 
mens, appropriate  treatment  measures  should  be 
initiated  immediately  and  routinely  either  to  pre- 
vent frank  DT’s  or  to  improve  and  limit  the  con- 
dition if  already  started.  Scrupulous  care  should  be 
exercised  during  the  admission  process  to  focus  on 
this  problem;  investigatory  efforts  should  be  ad- 
dressed, not  only  to  recent  drinking  history  and 
whether  or  not  alcohol  intake  has  been  suddenly 
reduced,  but  to  nutritional  factors  as  well  Very 
frequently  patients  themselves  can  provide  this  in- 
formation despite  their  fears  of  impending  doom 
and  their  tremulousness,  confusion,  and  general 
malaise. 

The  overall  treatment  method  should  be  directed 
to  reversing  the  process  followed  by  the  patient  in 
developing  his  illness  and  to  repairing  the  damage 
caused  by  the  toxic  effects  of  alcohol.  Thus,  the 
patient  must  be  repleted  with  food,  fluids,  and 
vitamins  and  sufficiently  tranquilized  with  medica- 
tion to  restore  his  sleep.  This  should  be  done,  of 
course,  in  a hospital. 

The  patient  is  usually  dehydrated  and  is,  there- 
fore, in  need  of  copious  amounts  of  fluids,  even 
as  much  as  3-4  quarts  a day  unless  he  is  in  cardiac 
failure.  Everything  possible  should  be  done  to  get 
food  into  him.  This  may  require  spoon  feeding  and 
forcing  of  fluids,  which  may  be  more  readily  ac- 
cepted from  a female  nurse  that  a male  or  from  a 
physician  rather  than  an  attendant,  or  vice  versa. 
Solid  food  with  added  salt,  milk,  and  fruit  juices 
has  proved  of  considerable  help  in  restoring  the 
electrolyte  balance  and  providing  dextrose,  glucose, 
vitamins,  and  minerals.  If  he  cannot  take  nourish- 
ment by  mouth,  he  should  be  given  fluids  daily 
such  as  2000  ml.  of  5 per  cent  glucose  in  saline 
solution  through  the  intravenous  or  intramuscular 
routes  even  if  restraint  is  necessary.  Vitamins 
should  be  prescribed  routinely  both  intramuscu- 
larly and  by  mouth  for  the  first  several  days,  with 
emphasis  on  thiamine  hydrochloride  and  vitamins 
B and  C (vitamin  B complex). 


With  the  understanding  that  sleeplessness  has 
drained  the  emotional  and  physical  reserve  of  the 
patient  and  has  afflicted  him  with  tension  and  fa- 
tigue, it  is  considered  to  be  essential  to  restore  his 
sleep  and,  therefore,  his  strength  and  energy.  In 
fact,  it  has  been  observed  that  patients  suffering 
from  delirium  tremens  have  usually  shown  marked 
improvement  after  a prolonged  period  of  sleep. 

He  is  generally  too  restless,  excited,  and  fearful 
to  sleep;  therefore,  it  is  desirable  that  sufficient 
tranquilizing  medication  be  given  to  induce  sleep 
for  at  least  several  hours.  Upon  awakening  he 
should  again  be  given  nourishment  and  if  neces- 
sary additional  tranquilizing  medication. 

Various  tranquilizers  have  brought  good  results, 
although  one  should  remember  that  too  much  sed- 
ative medication  could  be  as  detrimental  as  too 
little  medication,  particularly  if  there  is  cirrhotic 
or  other  hepatic  involvement.  Chlorpromazine 
(Thorazine®)  can  be  used,  but  more  preferable  is 
promazine  (Sparine®)  50  mg.  orally,  4 times  daily 
and  at  the  same  time  50  mg.  of  the  same  medica- 
tion intramuscularly,  every  2 or  3 hours  when 
necessary,  to  be  given  according  to  the  severity 
of  the  symptoms  and  with  due  consideration  to  the 
patient’s  overall  physical  condition.  In  some  in- 
stances 200  mg.  of  sodium  luminal  will  help  in 
sedating  a very  restless  and  resistive  patient.  Oc- 
casionally an  intractable  patient  may  require  an 
ounce  of  paraldehyde  as  a last  resort  to  induce 
sleep  if  other  methods  have  failed-  Paraldehyde 
should  not  be  resorted  to  as  a routine  treatment, 
however,  as  it  has  an  effect  similar  to  that  of  ethyl 
alcohol,  is  rapidly  addicting,  and  prolongs  the  men- 
tal confusion.  Patients  routinely  treated  with  paral- 
dehyde have  been  known  to  create  serious  disturb- 
ances while  intoxicated  with  this  medication. 

Phenobarbital  30  mg.  given  orally  4 times  daily 
for  the  first  several  days  following  admission  may 
be  sufficient  to  prevent  convulsive  seizures.  If 
seizures  have  already  begun,  an  injection  of  200 
mg.  of  sodium  luminal  intramuscularly  is  in  order. 

Close  supervision  by  a nursing  aide  and  if  pos- 
sible confinement  to  bed,  together  with  repeated 
reassurance,  are  the  most  humane  and  effective 
methods  of  management.  On  very  rare  occasions 
mechanical  restraint  may  be  required  to  provide 
the  patient  with  fluids  by  injection.  To  frightened 
patients  attempting  to  escape  the  horrors  of  their 
vivid  hallucinations,  however,  such  restraint  should 
be  kept  to  a minimum,  as  such  patients  sometimes 
exhaust  themselves  to  the  point  of  death  by  their 
struggles  to  free  themselves.  They  usually  have  no 
suicidal  intentions  but  have  been  known  to  ac- 
tually hurl  themselves  out  of  windows  in  order  to 
flee  from  their  imaginary  enemies. 

Success  in  the  management  of  a patient  with 
delirium  tremens  depends  to  a large  extent  upon 
(Continued  on  Page  327) 
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Medical  Societies  Could  Become 
Physicians’  Most  Important  Rep- 
resentative at  the  Bargaining  Table 

With  the  enactment  of  Medicare  legislation 
by  the  89th  Congress  in  1965,  the  federal  gov- 
ernment committed  itself  to  the  responsibility 
of  financing  the  health  needs  of  a large  seg- 
ment of  the  population.  The  magnitude  of  the 
program  gives  it  a potentially  overwhelming 
directional  influence  over  the  health  care  sys- 
tem of  the  nation.  As  a prognostic  view  of 
these  influences,  this  paper  was  presented 
originally  at  the  12th  Annual  Forum  of  the 
National  Committee  for  Research  in  Ophthal- 
mology and  Blindness.  Doctor  Buesseler  holds 
a Master  of  Science  degree  in  Business  Ad- 
ministration and  is  a Ph.D.  candidate  in  Busi- 
ness and  Public  Administration.  He  is  a Pro- 
fessor of  Surgery  ( Opt halm  ology)  at  the 
University  of  Missouri  School  of  Medicine. 

Dateline,  Washington,  D.  C.,  Oct.  19,  1968: 
The  American  farmer  of  the  future  may  be  just 
on  the  bottom  step  of  a giant  ladder-like  system 
that  will  plan,  harvest,  process  and  package  the 
nation's  food  all  under  one  economic  roof.  How- 
ever, the  prospect,  as  envisioned  by  a number  of 
agricultural  experts,  is  not  viewed  with  universal 
enthusiasm.  Professor  Elmer  R.  Kiehl,  Dean,  Col- 
lege of  Agriculture,  University  of  Missouri,  said 
that  a farming  system  too  tightly  structured  could 
result  in  ‘"economic  feudalism  not  unlike  that  of 
the  Middle  Ages  in  Western  Europe.”  Under  such 
circumstances,  Kiehl  said  that  the  farmer,  as  he 
is  thought  of  today,  would  no  longer  exist. 

He  was  speaking  of  the  main  topic  under  dis- 
cussion in  Washington  at  the  Agricultural  Research 
Institute  of  the  National  Academy  of  Science.  The 
hybrid-corporate  or  quasi-non-governmental  cor- 
porate farm  of  the  future  would  contract  the  ac- 
tual tilling  of  the  soil  and  tending  of  animals.  Ef- 
ficiency. relying  upon  the  use  of  computers,  would 
be  the  keynote  in  virtually  every  phase  of  the  giant 
corporation  from  scheduling  and  planning  to  pro- 
jecting consumer  demand.  Big  food  processing  com- 
panies and  nationwide  grocery  chains  already  are 
headed  in  this  direction,  according  to  the  spe- 
cialists- 

The  relative  position  of  the  farmer  economically 

♦Reprinted  from  the  March,  1969,  issue  of  MIS- 
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in  the  American  food  production-distribution  sys- 
tem is  indicated  by  the  fact  that  the  retail  con- 
sumers spend  100  billion  dollars  annually  on  food 
while  the  farmers  receive  12  billion  in  income.1 

That  sufficiency  of  food  is  considered  a right  of 
members  of  our  society  is  fairly  well  attested  to 
by  the  welfare  laws.  That  farming  is  considered  a 
quasi-utility  also  is  fairly  well  supported  by  the 
mechanisms  of  subsidy  and  regulation  effected 
through  the  Department  of  Agriculture. 

DIRECTIONAL  FORCES 

This  news  release  indicates  rather  forcefully  that 
medicine  is  not  alone  in  feeling  the  pressures  for 
rapid  and  sweeping  organizational  change.  Many  of 
the  same  basic  forces  affecting  the  health  care  sys- 
tem also  are  affecting  other  organizational  sys- 
tems in  this  country. 

My  purpose  is  to  identify  and  focus  on  some 
of  the  directional  forces  which  are  operating  in 
our  social  environment  and  are  directly  or  indi- 
rectly influencing  the  course  of  change  occurring 
in  the  American  health  care  system  in  general  and 
in  the  administrative  conduct  of  Medicare  in  par- 
ticular. 

It  is  not  my  intention  to  suggest  value  judg- 
ments regarding  the  desirability  or  lack  of  desir- 
ability of  the  direction  in  which  these  forces  are 
moving  society,  but,  rather,  to  explore  briefly  their 
impact  as  manifested  in  the  trends  affecting  our 
medical  care  system. 

Efficiency.  Foremost  among  these  trends  is  the 
drive  for  efficiency,  particularly  in  the  use  of  fa- 
cilities. The  echelonment  of  health  institutions  has 
been  well  demonstrated  by  the  military  services. 
Much  is  found  in  the  current  literature  about  com- 
prehensive health  plans  and  hospital  administration, 
suggesting  that  these  military  techniques  and  de- 
vices be  used  in  the  civilian  sector  and  that  cen- 
tralized teaching  in  specialty  care  institutions  be 
the  hub  of  the  wheel  around  which  satellite  fa- 
cilities with  lesser  capabilities  would  exist. 

This  already  has  been  occurring  on  an  evolu- 
tionary basis.  With  greater  control  of  society’s 
direction  by  legislation,  however,  the  process  may 
well  increase.  Such  echelonment  will  place  teaching 
hospitals  in  a position  of  particular  pre-eminence 
not  only  educationally,  but  in  the  rendering  of 
care  and  in  the  referral  scheme  for  patients. 
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Additionally,  the  drive  for  efficiency  is  directed 
to  the  use  of  personnel.  The  big  push  in  recent 
health  care  legislation  governing  allied  health  man- 
power points  dramatically  to  this.  Ancillary  per- 
sonnel, both  in  administrative  and  in  technical 
health  fields,  are  expected  to  come  into  the  practice 
of  medicine  in  much  greater  numbers  and  variety. 

This  is  intended  to  supplement  the  capabilities 
of  the  individual  physician  so  that  his  skills  are 
distributed  more  widely  and  so  that  he  is  less 
encumbered  with  details  of  administrative  process- 
ing and  with  the  more  mechanical  routine  details 
of  diagnostic  and  therapeutic  procedures. 

The  implications  of  enlargement  in  this  body  of 
health  care  workers  is  quite  apparent.  Ophthal- 
mology has  felt  this  as  much  or  more  than  some 
other  fields  in  medicine.  For  several  decades,  the 
optometrist  has  represented  this  kind  of  skill,  op- 
erating autonomously  rather  than  as  an  integrated 
part  of  the  health  team. 

Economy ■ The  second  trend  which  seems  ap- 
parent, regardless  of  the  national  political  drift,  is 
for  economy.  Greater  emphasis  by  the  government 
on  cost  accounting  and  cost  control  is  being  insti- 
tuted. The  concept  of  unit  cost  in  health  care  has 
great  attraction  to  many  hospital  controllers,  gov- 
ernment planners  and  administrators.  It  is  a unit 
by  which  they  can  measure  service.  Whether  or  not 
it  is  a snare  and  a delusion  is  open  to  question. 
Whether  grading  services  by  X number  of  unit 
values  is  one  with  which  the  physician  can  live 
remains  to  be  seen. 

In  the  realm  of  hospital  services,  unit  cost  is 
making  its  biggest  advances  largely  under  the  pres- 
sure of  the  reasonable  cost  element  in  the  Medi- 
care law.  As  yet,  reasonable  cost  has  not  been  im- 
posed upon  the  physician.  Reasonable  charges 
have.  By  virtue  of  steady  escalation  of  financial 
commitment  by  the  government  to  the  Medicare- 
Medicaid  program,  the  dollar  totals  have  far  ex- 
ceeded cost  estimates  prior  to  institution  of  the 
program.  Powerful  forces  are  declaring  that  it  is 
necessary  to  control  the  reasonableness  of  the  costs 
and  the  charges. 

In  this  regard,  organized  medicine  may  lose  the 
support  of  one  of  its  staunchest  allies,  private  in- 
dustry. Industry  itself  is  pressing  for  greater  econ- 
omy and  efficiency  in  the  delivery  of  health  care. 
This  drive  for  economy  is  manifested  in  pressure 
for  more  restricted  budgeting  of  costs  for  services 
rendered  by  both  the  hospitals  and  physicians. 

The  most  popular  concept  under  consideration 
is  advanced  budgetary  review  for  hospitals  under 
the  Medicare  program.  This  allows  for  justifica- 
tion, acceptance  of  cost  and  payment  before  the 
fact  rather  than  payment  after  the  fact.  The  pres- 


ent scheme  of  paying  after  the  fact  does  not  appear 
viable.  Hospitals  are  being  pressed  to  come  forth 
with  advanced,  detailed  budgets  to  be  reviewed 
prior  to  any  commitment  on  the  part  of  the  gov- 
ernment for  Medicare  payments. 

Most  people  who  have  been  involved  with  gov- 
ernment-sponsored research  are  familiar  with  such 
techniques  in  regard  to  research  grants.  The  hos- 
pitals, as  yet,  have  not  been  fully  subjected  to  it. 

How  will  this  affect  the  physician  who  is  geared 
to  a fee-for-service  varying  with  the  number  of 
visits  and  the  type  of  case?  It  is  apparent  that  the 
reasonable  charge  (usual  and  customary)  is  only 
an  interim  situation.  It  was  necessary  for  Congress 
to  incorporate  that  condition  in  the  Medicare  law 
in  order  to  obtain  physician  acceptance.  Organized 
medicine  has  embraced  the  concept  but,  with  con- 
stant pressures  for  cost  control,  most  of  the  people 
concerned  with  the  Medicare  legislation  are  con- 
vinced that  the  reasonable  charge  is  not  going  to 
last.  The  alternatives  are  obvious:  (1)  the  fixed  fee 
schedule  or  (2)  the  annual  contract  salary. 

Control.  The  third  drive  which  is  being  experi- 
enced across  society  is  that  for  centralized  control. 
Except  for  those  short  periods  of  restrictive  legis- 
lation accompanying  our  past  wars,  the  Compre- 
hensive Health  Planning  Act  is  the  single,  most 
sweeping  and  broadly  centralized  control  of  the  al- 
location of  resources  that  Congress  has  ever  passed. 

Controls  via  the  Medicare  mechanism  appear 
to  be  manifested  in  a centralized  control  of  quali- 
ty. No  longer  will  the  medical  profession  have  the 
sole  prerogative.  Care  standards,  however,  need 
better  defined  criteria  than  have  been  developed 
to  measure  quality.  The  methods  now  used  for 
measuring  quality,  such  as  utilization  review  com- 
mittees and  tissue  committees,  are  off  target  in 
providing  a true  measurement.  More  and  more 
the  payer  will  inject  his  influence  into  the  deter- 
mination of  quality.  And  more  and  more  the  payer 
is  the  federal  government. 

It  appears  that  terms  of  access  to  health  care 
services  will  be  removed  more  completely  from 
the  medical  profession  and  placed  in  the  hands  of 
the  third  party  payer.  The  trend  for  more  com- 
plete insurance  coverage  through  government  con- 
trol appears  on  the  horizon.  Coverage  of  all  age 
groups  and  income  levels  is  becoming  a bipartisan 
political  goal.  Many  devices  have  been  proposed; 
particularly  noteworthy  among  them  are  the  use 
of  negative  income  tax  payment  and  variable  in- 
come payment  based  on  reported  income  level. 

What  is  the  status  of  the  physician  going  to  be 
in  relation  to  other  health  care  workers?  This, 
too,  will  not  be  decided  exclusively  by  the  medical 
(Continued  on  next  page) 
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profession,  but  rather  by  the  vested  interest  groups 
that  become  established  through  increase  in  ancil- 
lary workers  and  through  consumer  interests  in 
health  care.  Not  unlike  the  field  of  agriculture,  the 
cost  of  health  care  services  to  the  third  party  payer 
indicates  that  the  physician's  portion  of  total  cost 
is  rather  small.  For  him  to  maintain  his  position 
of  preeminence  and  captain  of  the  ship  will  require 
negotiation  in  the  democracy  of  interaction  between 
vested  interest  groups.  This  will  extend  to  working 
conditions  with  the  terms  of  practice  and  remune- 
ration negotiated  between  vested  interest  organiza- 
tions and  payer. 

I would  like  to  quote  the  authorities  Herman  and 
Anne  Somers  from  their  Brookings  Institution  re- 
port titled  Medicare  in  the  Hospitals,  Issues  and 
Prospects:  ‘ It  should  be  obvious  by  now  that  the 
term  ‘reasonable  costs’  is  by  no  means  self-defin- 
ing. The  law  inevitably  left  much  to  be  resolved 
through  bargaining,  pressure  and  counterpressure 
— a normal  process  in  setting  a price  for  a massive 
purchase.  It  establishes  certain  boundaries,  but 
permits  broad,  administrative  discretion,  after  con- 
sultation with  the  parties  in  interest,  and  consider- 
ation of  customary  practices.  Nothing  else  would 
have  been  practical.  Only  theoretically  can  govern- 
ment unilaterally  set  the  price  at  the  point  it  con- 
siders right.  In  a free  economy,  government  deci- 
sions must  find  an  equilibrium  between  abstract 
justice  and  operational  feasibility.  The  government 
is  a powerful  buyer,  but  the  sellers  are  free  men 
and  free  institutions.  They  must  come  from  the 
deliberations  reasonably  satisfied  that  they  have 
been  dealt  with  fairly,  if  the  program  is  to  oper- 
ate with  the  necessary  consent  and  cooperation.”2 

Of  all  the  trends  in  Medicare,  this  latter  trend 
has  the  greatest  impact  on  the  individual  practic- 
ing physician.  It  is  apparent  that  the  man  without 
an  organization  to  represent  him  is  a man  without 
representation.  With  the  advent  of  Medicare,  the 
medical  societies,  either  the  existing  ones  or  ones 
to  be  evolved,  were  placed  in  the  position  in  which 
they  could  become  the  physicians’  most  important 
representatives  at  the  bargaining  table. 

SUMMARY 

I have  intended  to  keep  out  of  this  presentation 
any  value  judgments.  The  intent  has  been  to  iden- 
tify trends,  not  necessarily  situations  that  are 
currently  operational.  What  is  operational  in  Med- 
icaid (Title  XIX)  indicates  a potential  trend  for 
Medicare  (Title  XVIII),  both  of  which  are  part  of 
the  same  Congressional  Act.  What  is  happening  in 
New  York  under  Medicaid  actually  is  happening 
under  the  act  which  is  generally  referred  to  in  its 
entirety  as  Medicare.  Although  no  medical  society 
operating  on  a national  or  regional  basis  has  fully 
accepted  the  role  of  collective  bargaining  agent,  its 


organizational  presence  in  a socio-economic  system 
of  vested  interest  groups  mediated  by  Medicare 
legislation  is  pushing  it  toward  that  functional  po- 
sition. 

The  goals  of  the  trend-producing  directional 
forces  are  greater  efficiency,  greater  economy  and 
greater  centralization  of  control.  The  guidance  the 
medical  profession  can  effectively  exert  in  the  shap- 
ing of  these  goals  for  the  best  protection  of  the 
patient  is  dependent  upon  the  direction  taken  by 
the  organizational  changes  presently  occurring 
within  the  profession. 
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DIETS  IN  ATHLETICS 

Food  Fads  Cannot  Replace  a Bal- 
anced Diet  for  Athletic  Perform- 
ance 

The  performance  of  an  athlete  in  events  which 
test  his  physical  functions  to  the  utmost  is  largely 
dependent  upon  a ready  supply  of  the  nutrient 
materials  required  by  his  working  tissues.  The  body 
is  an  extremely  complex  biochemical  laboratory, 
with  countless  complex  ingredients  of  specific  com- 
position and  physiological  function.  With  a sensi- 
ble, intelligent  diet  a healthy  body  is  ever-ready 
to  meet  the  most  exacting  demands  upon  it.  For 
intelligent  planning  of  a diet  for  the  training  table 
one  must  have  clear  understanding  of  the  physio- 
logical principle  of  nutrition.  Many  books  have 
been  written  on  this  subject  and  can  be  obtained 
in  most  any  libraries.  In  dietetics  one  must  avoid 
fads- 

FADS 

False  and  controversial  diet  theories  are  still 
influencing  the  training  table  diets  of  many  high 
schools  and  colleges.  Too  many  good  foods  high 
in  nutritional  value  are  banned  for  no  sound  physi- 
ological or  nutritional  reasons,  such  as  milk,  pork, 
candy,  pie,  and  cake.  If  these  items  are  eaten  as 
part  of  the  well-balanced  diet,  well-supplied  with 
protein,  carbohydrates,  fats,  and  the  necessary  vi- 
tamins, there  is  no  harm  in  including  them  in  the 
diet.  There  is  no  longer  a place  for  the  time-worn 
theories  that  milk  makes  one  sick;  that  pork  is 
undesirable;  that  pie  or  cake  is  harmful;  that  all 
fat  must  be  trimmed  from  meat  and  a only  a small 
amount  of  butter  used;  that  baseball  player  Enos 
Slaughter  obtained  his  game-saving  stamina  from 
eating  sunflower  seeds  and  raisens;  that  Herb  El- 
liott was  able  to  run  so  well  because  he  ate  fruits 
and  nuts;  that  fighter  Tony  Galento  relied  on  beer 
as  a training  diet;  and  that  an  athlete  to  become 
invincible  must  eat  such  concoctions  as  royal  jelly 
($40,000  worth  a year),  wheat-germ  oil,  black- 
strap molasses,  and  many  other  absurd  foods.  All 
such  notions  are  plain  nonsense.  Physicians,  coach- 
es, and  trainers  could  be  doing  their  young  athletes 
a lifelong  service  by  combating  such  mistaken  di- 
etry  practices.  Fad  feeding  may  have  some  magical 
value  if  it  makes  the  athletes  feel  like  heroes,  but 
it  is  nonsense  just  the  same. 

THE  PRE-GAME  MEAL 

One  of  the  greatest  problems  for  athletic  coach- 
es is  not  the  pre-game  meal,  but  rather  the  emo- 
tional make-up  of  the  individual  athlete  who  is 
to  eat  that  meal.  To  offer  a squad  of  40  or  60 
football  players  any  given  meal  and  expect  all  of 
their  stomachs  to  react  in  the  same  way  to  the 
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food  is  unreasonable.  A coach  can  train  a boy’s 
will  and  muscles,  but  no  one  can  dictate  the  emo- 
tional chemistry  of  his  digestive  juices.  Many 
coaches  believe  in  the  theory  that  athletes  should 
be  a “little  on  the  hungry”  side  before  a contest. 
However,  for  physiological  reasons  some  athletes 
can't  keep  their  minds  or  bodies  functioning  prop- 
erly without  a solid  meal  (3  hours)  before  a ball 
game.  Some  athletes  have  superstitions  of  their  own 
concerning  food.  For  instance,  youngsters  whose 
parents  come  from  certain  sections  of  Europe  still 
partake  of  the  same  pre-game  meals  they  eat  on 
nights  they  play  at  home.  We  all  know  of  the 
Spanish-American  children  who  have  played  well 
on  a stomach  full  of  chili.  We  also  know  that  ath- 
letes of  Scandinavian  and  German  descent  have  a 
diet  of  rather  heavy  pastries.  For  nutritional  ef- 
ficiency these  special  environmental  and  person- 
ality requirements  must  be  correlated  with  balanced 
diets.  But  to  prohibit  a boy  from  enjoying  his 
home  environment  is  to  tamper  with  emotional  de- 
sires that  often  are  stronger  than  the  influence 
of  his  Alma  Mater.  Former  Olympic  athletes  tell 
about  the  peculiar  diets  they  saw  in  the  Olympic 
villages  and  of  their  surprise  that  the  athletes  were 
able  to  perform  with  great  efficiency  and  without 
regurgitation. 

The  pre-game  meal  should  possess  an  adequate 
total  caloric  load  of  1,000  to  1,500  calories  and 
should  be  well  balanced  with  respect  to  carbohy- 
drates, fats,  and  proteins.  It  must  be  eaten  at  least 
three  hours  before  game  time- 

During  the  past  few  years  other  fads  have  re- 
ceived notice.  One  of  these  was  Gatorade®  which 
was  developed  by  Shires  and  Bradley  of  the  Uni- 
versity of  Florida  and  marketed  by  Stokely-Van- 
Camp.  The  known  ingredients  of  this  concoction 
include:  citric  acid,  salt,  glucose,  water,  .040  per 
cent  sodium  carboxymethylcellulose  (non-nutri- 
tive), Sodium  Orthophosphate,  .053  per  cent  cal- 
cium cyclamate  (non-nutritive),  potassium  chlo- 
ride, gum  acacia,  potassium  orthophosphate,  sodium 
bicarbonate,  natural  and  artificial  flavor,  artificial 
color,  nd  .005  per  cent  Sodium  saccharin  (non- 
nutritive). Many  have  sung  the  praise  of  Gator- 
ade.® The  University  of  Florida  is  said  to  have 
(Continued  on  next  page) 
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won  nine  football  games  in  one  recent  season,  and 
Gatorade®  was  credited  as  the  principal  reason. 
It  has  been  claimed  further  that  the  two  losses 
that  Florida  sustained  during  that  same  year  were 
due  to  the  unavailability  of  the  concoction  on  those 
two  occasions  — once  when  a bulldog  drank  the 
barrelfull  and  another  when  a hurricane  blew  the 
barrel  away. 

It  would  seem  from  a medical  standpoint  that 
the  salt  and  water  content,  which  is  important  in 
avoiding  heat  stroke,  and  a little  sweetener  may 
actually  be  the  components  of  the  solution  that 
cause  the  athletes  to  perform  better.  Doctor  Fred 
Allman,  Jr.  reported  that  “one  college  in  the  South- 
east, whose  coach  later  became  a General  in  the 
Army,  had  a large  barrel  of  sauerkraut  just  out 
side  the  dressing  room  and  all  football  players 
were  encouraged  to  eat  freely  from  the  barrel 
each  day.”  .Allman  further  notes  that  a certain  play- 
er would  bring  a case  of  Coca-Cola®  to  the  court- 
side  during  a match  and  drink  most  of  it  during 
the  course  of  the  match. 

CARBOHYDRATES 

The  major  part  of  the  caloric  requirement  for 
body  growth  and  function  is  furnished  by  carbo- 
hydrates, with  protein  and  fats  playing  a secon- 
dary role.  Studies  have  shown  that  a high  carbo- 
hydrate diet  yields  a 5 per  cent  greater  muscular 
efficiency  than  a high  protein  or  high  fat  diet. 
Carbohydrates  are  stored  in  the  form  of  glycogen 
in  the  liver  and  muscles,  wrhere  it  represents  a 
readily  available  source  of  energy.  During  pro- 
longed physical  activity  a decrease  in  the  glycogen 
stores  is  accompanied  by  an  increase  in  the  symp- 
toms of  fatigue.  When  sugar  is  fed,  these  symptoms 
disappear.  Studies  on  marathon  runners  showed 
that  following  a race  there  was  always  a marked 
fall  of  blood  sugar.  It  was  observed  that  the  state 
of  the  exhausted  runner  was  similar  to  that  in 
progressive  insulin  shock-  It  is  for  this  reason  that 
marathon  runners  take  sweets  in  adequate  amounts 
before  and  during  the  race.  The  athlete  victim  of 
hypoglycemia  may  have  such  symptoms  as  ner- 
vousness, mild  headache,  anxiety,  tension,  and  ir- 
ritability which  may  seriously  affect  his  coordina- 
tion and  endurance.  However,  some  athletes  are 
hypersensitive  to  dietary  sugars.  Feeding  them 
large  amounts  of  sugars  in  the  hope  of  providing 
quick  energy  or  high  efficiency  may  have  an  op- 
posite effect  to  that  desired.  In  individuals  hyper- 
sensitive to  dietary  sugars  a slight  rise  in  blood 
sugar  stimulates  the  pancreatic  cells  to  overproduce 
insulin,  causing  a mild  state  of  hypoglycemia.  This 
may  also  happen  to  a normal  individual  who  has 
an  overdose  of  sugar,  or  may  be  the  result  of 
hunger  when  the  pre-game  meal  was  eaten  too  long 
before  competition,  or  was  insufficient  in  quantity. 
Such  a mild  state  of  hypoglycemia  may  take  the 
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athlete  irritable  and  uncooperative. 

The  fat  portion  of  the  athlete’s  diet  should  not 
be  more  than  double  that  of  carbohydrate.  If  di- 
etary carbohydrate  is  inadequate  some  of  the  fatty 
acids  are  not  oxidized.  A toxic  acidosis  may  result 
which  will  lower  the  body  defenses  to  fatigue. 

OTHER  DIETARY  FACTORS 

Dietary  proteins  are  important  for  athletes  since 
they  furnish  not  only  important  organic  constitu- 
ents of  muscles,  but  also  of  glandular  tissues  and 
blood  plasma.  In  addition,  they  may  also  enhance 
the  development  of  resistance  to  infections,  the 
healing  of  wounds,  and  good  functioning  of  the 
liver.  Thus,  the  major  role  of  proteins  in  the  body 
is  the  construction  and  preservation  of  the  integ- 
rity of  body  tissues. 

Milk  and  milk  products  are  the  best  source  of 
calcium  for  athletes.  Some  calcium  is  also  present 
in  green  vegetables  and  some  fruits.  Some  frac- 
tures sustained  by  athletes  have  been  due  to  weak- 
ened bones,  caused  by  a lack  of  calcium  in  their 
diet. 

Sweating  is  a nutritional  problem  because  it  robs 
the  body  of  salt.  A salt  loss  as  low  as  5 per  cent 
will  cause  lassitude  and  fatigue,  while  a loss  of 
between  40  and  50  per  cent  will  cause  heat  cramps 
and  prostration.  Salt  tablets  should  be  given  to 
athletes  who  sweat  a great  deal  on  hot  days. 

SUMMARY 

The  following  eight  points  are  important  to  the 
young  athlete: 

1.  A well  balanced  selection  of  fruits,  vegetables, 
meats,  and  dairy  products  will  supply  all  the  neces- 
sary fats,  carbohydrates,  proteins,  and  minerals 
needed  for  any  conceivable  activity.  Any  elaborate 
supplements  are  not  necessary,  and  exotic  side 
dishes  add  nothing  useful  to  the  diet. 

2.  Regular  elimination  of  waste  products  is  es- 
sential. 

3.  Adequate  rest  of  both  mind  and  body  must 
be  obtained. 

4.  A sense  of  humor  is  the  best  antidote  for 
tension. 

5.  Excessive  emotional  tension  which  leads  to 
personal  ineffectiveness  should  be  avoided. 

6.  The  mutual  loyalty  of  fellow  players,  friends, 
and  family  is  desirable. 

7.  The  athlete's  pride  in  his  position  on  the 
team  is  a great  asset. 

8.  Continued  growth  in  knowledge,  wisdom,  and 
experience  lead  to  maturity. 
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MANAGEMENT  OF  DELIRIUM 
TREMENS 

(Concluded  from  Page  321) 

the  attitudes  of  the  ward  personnel.  A friendly, 
compassionate,  but  firm  attitude  on  the  part  of 
these  persons  will  do  much  to  secure  the  coopera- 
tion of  the  patient.  A continuous  attempt  should 
be  made  to  avoid  irritating  him  or  increasing  his 
fears,  but  rather  to  give  him  feelings  of  relaxation, 
security,  and  well  being.  In  this  connection,  it  has 
often  been  found  useful  and  not  necessarily  dis- 
turbing to  other  patients  to  permit  the  restless 
patient  the  opportunity  of  walking  and  moving  in 
corridors  rather  that  to  use  restraining  measures, 
if  such  restriction  frightens  him. 

Delirium  tremens  and  convulsive  seizures  in  al- 
coholic patients  are  considered  to  be  reactions  to 
the  sudden  withdrawal  of  alcohol  while  in  a de- 
pleted nutritional  state  and  should  be  treated  ac- 
cordingly. Unnecessary  medical  complications  or 
even  death  can  be  averted  by  more  persistent,  en- 
ergetic, and  routine  attention  to  impending  and 
actual  delirium  tremens  and  seizures.  It  is,  in  our 
opinion,  as  important  to  prevent  as  to  treat  these 
conditions.  This  can  best  be  done  in  a hospital 
setting  where  close  supervision,  medical  treatment, 
enforced  abstinence,  and  understanding  will  be  as- 
sured. 

Treatment  of  DT's  would  not  be  complete  with- 
out a period  of  psychotherapy  and  broad-scope  re- 
habilitative efforts  following  the  clearing  of  pa- 
tient’s consciousness. 

SUMMARY 

This  report  presents  a regimen  for  the  treatment 
and  prevention  of  delirium  tremens  in  a general 
hospital  setting.  The  method  has  been  used  in 
over  400  cases  without  mortality. 

The  importance  of  early  and  alert  identification 
of  the  DT-vulnerable  admission;  nourishment  and 
fluids;  suggested  medications;  and  useful  staff  at- 
titudes and  techniques  in  the  understanding  and 
management  of  the  patient  are  discussed- 
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PRESIDENT’S  MESSAGE 


The  President’s  message  for  1969  can  well 
start  off  as  it  has  for  many  of  the  preceding 
years  “This  is  a time  of  trial  and  tribulation  for 
the  medical  profession.” 

The  major  problems  of  rising  costs  and  method 
of  delivery  of  medical  care  continue  to  confront 
us  on  the  national,  state  and  local  levels.  The 
enormous  costs  of  the  Medicare  and  Medicaid 
programs  have  caused  the  Nixon  administration 
to  take  a “hard  look”  at  the  method  of  reim- 
bursement. The  desirability  of  fee  schedules  in- 
stead of  “usual  and  customary”  payments  is  being 
discussed  in  the  Congress.  The  Committee  on  Fi- 
nance of  the  U.S.  Senate  is  studying  the  status 
and  operation  of  Medicaid  and  Medicare  pro- 
grams. Particular  attention  is  being  paid  to  reim- 
bursement, utilization  of  services,  and  quality  of 
care. 

By  action  of  the  R.  I.  House  of  Delegates  we 
will  shortly  see  the  inception  of  “peer  review”  of 
medical  claims  at  the  county  level.  I believe  that 
this  is  a major  undertaking  for  this  Society  in 
1969,  and  it  will  demonstrate  our  responsibility 
toward  seeing  that  our  patients  get  the  most  for 
their  health  care  dollars. 

At  the  AM  A House  of  Delegates  meeting  in 
December  1968,  Dr.  Dwight  L.  Wilbur,  President 
of  the  AMA,  stated  “the  physician’s  responsi- 
bility to  moderate  the  total  costs  of  the  patient 
is  imperative.  Reactions  to  sharply  rising  costs  will 
be  severe,  and  the  medical  profession,  as  well  as 
the  hospital,  will  be  the  visible  targets  of  the 
frustrated  and  their  representatives  in  govern- 
ment.” 


The  attack  on  poverty  will  demand  more  and 
more  of  our  efforts.  We  have  seen  the  decay  of 
school  and  hospital  systems  in  our  major  cities, 
and  Rhode  Island  is  not  untouched.  Our  large 
cities  are  being  more  and  more  burdened  by  the 
rising  costs  of  health,  education  and  welfare.  How 
shall  the  costs  be  borne?  The  property  owners 
have  groaned  under  the  increasing  tax  load,  and 
many  have  fled  the  inner  city  to  suburbs.  How- 
ever, we  cannot  avoid  facing  these  problems.  The 
hospital,  state  government,  and  the  Medical  So- 
ciety must  work  together  toward  their  solution. 

Dr.  Wilbur,  in  his  recent  address  to  the  Rhode 
Island  Medical  Society,  told  of  the  great  contri- 
butions made  by  organized  Medicine  in  the  first 
half  of  the  20th  century,  but  he  said  that  we  had 
not  distinguished  ourselves  in  the  establishment 
of  the  Medicare  program.  He  stated  that  the  man- 
ner in  which  we,  the  Medical  Societies,  respond 
to  our  new  social  challenges  will  determine  whether 
we  will  continue  to  exert  an  influence  on  the 
course  of  American  Medicine,  or  give  it  up  by 
default. 

The  many  committees  of  the  Rhode  Island  Med- 
ical Society  are  working  diligently  on  the  prob- 
lems facing  the  physician  in  modern  society.  These 
committee  members  welcome  questions  from  indi- 
vidual members  of  the  Rhode  Island  Medical  So- 
ciety, and  we  are  pleased  to  put  whatever  infor- 
mation is  available  at  their  disposal.  This  is  how 
the  Medical  Society  can  best  serve  its  members. 
The  member  can  best  serve  himself  by  taking  ad- 
vantage of  all  available  information  in  order  that 
he  may  properly  exert  his  influence  on  his  hospital, 
government  officials,  and  the  community  he  serves. 

Stanley  D.  Simon,  m.d. 

President 
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GENERAL  MEETING  OF  THE 
RHODE  ISLAND  MEDICAL  SOCIETY 

New  Officers  Installed,  Nurse  of 
the  Year,  and  Science  Fair  Awards 
as  Society  Conducts  158th  Annual 
Session 


A general  meeting  of  the  Rhode  Island  Medical 
Society  was  held  on  Wednesday,  May  7,  1969  dur- 
ing the  158th  annual  Scientific  Assembly  held  at 
the  Providence  Biltmore  Hotel. 

The  meeting  was  called  to  order  by  the  Presi- 
dent, Dr.  John  J.  Cunningham,  at  3:30  p.m.  There 
were  no  resolutions  or  proposals  presented  from  the 
floor. 

In  the  absence  of  the  secretary,  the  executive 
secretary,  John  E,  Farrell,  reported  that  the  House 
of  Delegates,  in  meeting  on  April  23,  1969,  had 
elected  officers  and  standing  committees  to  serve 
until  the  next  annual  meeting  of  the  Society.  He 
read  the  names  of  officers  elected,  and  Doctor  Cun- 
ningham introduced  the  new  president,  Dr.  Stanley 
D.  Simon  of  Providence,  who  briefly  expressed  his 
appreciation  for  the  honor  bestowed  upon  him,  and 
he  asked  for  the  continued  cooperation  of  the  mem- 
bership. 

The  meeting  was  adjourned  at  3:40  p.m. 

NEW  PRESIDENT  ORTHOPEDIC  SURGEON 

Dr.  Stanley  D.  Simon,  a Providence  orthopedic 
surgeon,  was  installed  as  the  110th  President  of 
the  Rhode  Island  Medical  Society,  the  nation's 
eighth  oldest  state  medical  association.  He  suc- 
ceeded Dr.  John  J.  Cunningham  of  Pawtucket. 

A former  President  of  the  Providence  Medical 
Association,  and  a member  of  the  Board  of  Direc- 
tors of  Physicians  Service,  Doctor  Simon  is  a na- 
tive of  Brooklyn  and  a graduate  of  Cornell  Uni- 
versity and  Cornell  Medical  School.  After  an  in- 
ternship at  the  Hospital  of  Joint  Diseases  in  New 
York,  the  new  President  served  four  years  with 
the  Navy  during  World  War  II  in  the  European 
Theater.  Doctor  Simon  then  returned  to  the  Hos- 
pital for  Joint  Diseases  for  a one  year  residency 
prior  to  establishing  his  practice  in  orthopedic  sur- 
gery in  Providence. 

In  addition  to  his  term  as  head  of  the  District 
Medical  Association,  Doctor  Simon  has  been  a 
member  of  the  State  Society's  House  of  Delegates 
for  many  years,  and  a Council  member  for  two 
years.  He  is  a past-president  of  the  Orthopedic 
Association  of  Rhode  Island,  a past-president  of 
the  Miriam  Staff  Association,  and  he  is  currently 
president  of  the  Medical  Economics  Council  of 
Rhode  Island. 


NEWPORT  OPHTHALMOLOGIST  NAMED 
VICE  PRESIDENT 

Dr.  Charles  C.  Dotterer,  elected  Vice  President, 
is  a native  of  Denver,  Colorado.  He  is  an  alumnus 
of  Ursinus  College  in  Collegeville,  Pa.,  where  he 
was  awarded  a Bachelor  of  Science  Degree.  He 
completed  his  medical  training  for  his  doctorate  at 
Hahnemann  Medical  School  in  Philadelphia.  After 
internships  at  Roger  Williams  General  Hospital 
and  at  Charles  V.  Chapin  Hospital,  Doctor  Dot- 
terer served  his  residency  at  the  New  York  Eye 
and  Ear  Infirmary.  He  has  also  done  postgraduate 
work  at  Bellevue  and  Knapp  Memorial  Hospitals 
in  New  York. 

As  a lieutenant  commander  in  the  Navy,  Doctor 
Dotterer  was  stationed  at  Newport  and  Cocosolo 
Hospital.  Panama,  during  his  World  War  II  tour 
of  duty. 

He  has  served  as  President  of  the  Newport 
County  Medical  Society  and  for  twenty-five  years 
has  been  one  of  that  Society's  delegates  to  the 
House  of  Delegates  to  the  State  Medical  Society. 

Chief  of  Eye,  Ear,  Nose  and  Throat  at  Newoprt 
Hospital  since  1950,  Doctor  Dotterer  is  also  a 
member  of  the  surgical  staff  of  Roger  Williams 
General  Hospital  in  Providence.  He  has  also  been 
active  in  community  affairs. 

DR.  RICHARD  P.  SEXTON  NAMED 
PRESIDENT-ELECT 

An  Executive  Committee  member  of  the  Provi- 
dence Medical  Association  and  a member  of  the 
state  Society’s  House  of  Delegates,  the  President- 
Elect,  Dr.  Richard  P.  Sexton,  is  a native  of  Nashua, 
New  Hampshire.  He  attended  both  elementary  and 
high  schools  in  Winchester,  Massachusetts,  and 
received  his  Bachelor  of  Arts  degree  from  Dart- 
mouth College,  and  entered  Duke  University  Med- 
ical School  to  complete  his  medical  training  for  his 
doctorate.  The  Barrington  resident  served  his  in- 
ternship at  Strong  Memorial  Hospital  in  Rochester 
and  residencies  at  that  Rochester  hospital  and  at 
the  Mary  Hitchock  Hospital  in  Hanover,  New 
Hampshire. 

Active  in  community  affairs,  Doctor  Sexton  is 
the  Chief  of  the  Division  of  Plastic  Surgery  at 
Rhode  Island  Hospital.  He  holds  memberships  in 
(Continued  on  Page  332) 
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(Continued  from  Page  330) 

the  American  College  of  Surgeons,  the  American 
Medical  Association.  American  Board  of  Plastic 
Surgeons,  the  American  Society  of  Plastic  and  Re- 
constructive Surgery,  the  New  England  Surgical 
Society.  Xew  England  Society  of  Plastic  Surgeons, 
of  which  he  has  served  as  president  and  secretary, 
and  the  American  Cleft  Palate  Association  and  the 
Providence  Surgical  Society,  and  the  American  As- 
sociation of  Plastic  Surgeons. 

DR.  JOHN  P.  GRADY  NAMED  TREASURER 
A member  of  the  House  of  Delegates  of  the 
Rhode  Island  Medical  Society  and  a former  mem- 
ber of  the  Executive  Committee  of  the  Providence 
Medical  Association.  Dr.  John  P.  Grady  was  born 
in  Pittsfield,  Massachusetts.  He  attended  St. 
Charles  Elementary  School  and  St.  Joseph's  High 
School  in  that  city.  He  was  awarded  a Bachelor  of 
Science  degree  from  Providence  College  and  he 
completed  his  medical  training  for  his  doctorate  at 
Georgetown  University.  He  served  his  internships 
at  St.  Francis  Hospital  in  Hartford,  and  then  at 
St.  Joseph's  Hospital  in  Providence.  Doctor 
Grady's  residencies  were  served  at  Chapin  Hospital 
and  at  Boston  City  Hospital. 

The  Cranston  pediatrician  is  a member  of  the 
staffs  at  Rhode  Island  Hospital.  Providence  Lying- 
In.  the  consulting  staff  of  St.  Joseph's  and  courtesy 
staff  of  Roger  Williams  General  Hospital. 

Doctor  Grady  is  also  a member  of  the  Board  of 
Directors  of  the  Health  Planning  Facilities  in 
Rhode  Island.  A member  of  the  Xew  England 
Pediatrics  Society,  Doctor  Grady  has  served  as 
president  of  the  St.  Joseph's  Hospital  medical  staff 
and  of  the  Charles  V.  Chapin  Hospital  medical 
staff,  and  he  was  past  Chief  of  Pediatrics  of  Our 
Lad  of  Fatima  Hospital.  He  succeeded  Dr.  John 
A.  Dillon  who  held  the  post  for  five  years. 

SECRETARY  IS  RE-ELECTED 
Dr.  Stephen  J.  Hove,  chief  of  surgery  at  Paw- 
tucket Memorial  Hospital,  was  re-named  Secretary 
of  the  Medical  Society  for  a fourth  term. 

STANDING  COMMITTEE  CHAIRMEN 
Chairmen  of  major  standing  committees  elected 
by  the  House  of  Delegates  are:  Dr.  Robert  P. 
Sarni  of  Cranston.  Committee  on  Industrial  Health. 
Dr.  Harold  G.  Calder  of  Providence,  Library  Com- 
mittee: Dr.  John  Turner,  II  of  Providence.  Com- 
mittee on  Medical  Economics:  Dr.  Armand  D.  Yer- 
saci,  Committee  on  Public  Laws;  Dr.  Robert  Y. 
Lewis  of  Providence.  Committee  on  Publications, 
and  Dr.  Milton  W.  Hamolskv,  Committee  on  Sci- 
entific Work  and  Annual  Meeting. 

SOCIETY  HONORS  "NURSE  OF  YEAR" 

Miss  Jean  C.  Falardeau  of  Woonsocket  was  the 
first  recipient  of  the  Xurse  of  the  Year  Award 
from  the  Rhode  Island  Medical  Society.  Dr.  Yfau- 
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rice  Adelman,  chairman  of  the  state  medical  soci- 
ety's Committee  on  Xursing,  presided  at  the  pre- 
sentation. 

Dr.  Adelman  stated  that  Miss  Falardeau  was  se- 
lected from  a group  of  nominees  submitted  by  va- 
rious hospitals  in  Rhode  Island.  Miss  Falardeau  is 
a member  of  the  nursing  staff  of  St.  Joseph's  Hos- 
pital and  is  a 1967  graduate  of  that  hospital's 
School  of  Xursing.  She  is  presently  working  toward 
her  nursing  degree  at  the  University  of  Rhode 
Island  after  having  received  the  Bishop  McYinney 
Scholarship  to  further  her  education.  Miss  Falar- 
deau plans  to  pursue  her  studies  on  a full  time 
basis  while  continuing  to  work  as  a part-time  nurse 
at  the  hospital. 

In  making  the  announcement.  Dr.  Adelman  said 
that  Miss  Falardeau  was  accorded  the  honor  of 
Xurse  of  the  Year  for  her  outstanding  ability  in 
meeting  the  total  needs  of  her  patients,  her  excel- 
lence of  administration,  and  her  high  qualities 
of  nursing  leadership. 

She  is  the  daughter  of  Mr.  and  Mrs.  Edward 
Falardeau  who  reside  at  1345  Manville  Road, 
Woonsocket,  and  she  is  a member  of  the  Rhode 
Island  State  Xurses  Association  and  the  St.  Jo- 
seph's Hospital  Alumni  Association. 

SIX  STUDENTS  RECEIVE  SCIENCE  FAIR  AWARDS 

Six  Rhode  Island  students  received  honor  awards 
from  the  Society  for  their  displays  at  the  Expo- 
Science  '69,  sponsored  by  the  state’s  Secondary 
Science  Teachers  Association.  Announcement  of 
the  science  fair  awards  was  made  by  Dr.  John  C. 
Lathrop.  Chairman  of  the  Medical  Society's  Com- 
mittee which  included  Drs.  Jay  M.  Orson  and 
David  X.  Xewhall. 

Cited  for  Honor  Awards  in  the  Senior  Division 
Exhibits  displayed  at  Yeterans  Memorial  High 
School  in  Warwick  were:  Brenda  Ackley,  of  Bur- 
rillville  High  School,  for  her  project,  ‘'Thymus  Ex- 
tract: Its  Effect  on  Leucocytes; ” Charles  Gilbert 
of  Pilgrim  High  School  in  Warwick  for  his  ex- 
hibit. “Do  Local  Seaweeds  Possess  Antibiotics? 
and  Daniel  Medynski  of  Lincoln  High  School  for 
"Algae  in  Man's  Future.” 

Junior  high  school  students  accorded  an  honor 
award  for  their  science  exhibits  at  Riverside  Jun- 
ior High  School  were:  Constance  Delisle  of  Xotre 
Dame  High  School  of  Central  Falls  for  her  project, 
“Effect  of  Electricity  on  Plant  Growth";  Debbi 
Graser  of  Peck  Junior  High,  Barrington,  for  her 
display,  “The  Poecilia  Reticulata  on  its  Aquatic 
Community"  and  Thomas  Head  Jr.  of  St.  Pius 
School.  Providence,  for  his  entry,  “Bacteria.  Plants, 
and  Hunger. ” 

Each  of  the  Medical  Society's  award  winners 
received  framed  certificates  and  a U.S.  Treasury 
Bond  at  the  opening  convocation  of  the  Society's 
158th  Annual  Scientific  Assembly. 
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OFFICERS  AND  STANDING  COMMITTEES 
ELECTED  BY  THE  HOUSE  OF  DELEGATES 

April  23.  1969 

President  STANLEY  D.  SIMON,  M.D. 

Vice  President,  CHARLES  C.  DOTTERER.  M.D. 

President-Elect  RICHARD  P.  SEXTON,  M.D- 
Secretary  STEPHEN  J.  HOVE,  M.D. 

Treasurer  JOHN  P.  GRADY,  M.D. 

STANDING  COMMITTEES 

(President  and  Secretary  also  members,  ex-officio) 


Industrial  Health 

ROBERT  P.  SARNI,  M.D.,  Chairman 
RICHARD  G.  BERTINI.  M.D.  (Pawtucket) 
GEORGE  F.  CONDE,  M.D. 

JAMES  P.  DEERY,  M.D. 

THOMAS  J.  DOLAN,  MD. 

PHILIP  J.  LAPPIN,  M.D.  (Pawtucket) 

H.  RAYMOND  McKENDALL,  M.D. 

JOHN  E.  MURPHY,  M.  D.  (Kent) 
MENDELL  ROBINSON,  M.D. 

Library 

HAROLD  G.  CALDER,  M.D.,  Chairman 
ANNIE  DOROFF.  M.D.  (Newport) 
MARSHALL  N.  FULTON,  M.D. 

DAVID  R.  HALLMANN,  M D.  (Pawtucket) 
SZE  KIM  KAAN,  M.D.  (Kent) 

JAY  M.  ORSON,  M.D. 

FRANCESCO  RONCHESE,  M.D. 
CLARENCE  H.  SODERBERG,  JR.,  M.D. 
MARSHALL  A.  TAYLOR,  M.D. 

Medical  Economics 

JOHN  TURNER.  II,  M.D.,  Chairman 
WILFRED  I.  CARNEY,  M.D. 

JOHN  J.  CUNNINGHAM,  M.D.  (Pawtucket) 
PETER  C.  H.  ERINAKES,  M.D.  (Kent) 
MARTIN  E.  FELDER.  M.D. 

KENNETH  LIFFMANN,  M.D. 

LOUIS  A.  MORRONE,  MD.  (Washington) 
KENNETH  B.  NANLAN,  M.D. 

BANICE  M.  WEBBER,  M.D. 


Public  Laws 

ARMAND  D.  YERSACI,  M.D.,  Chairman 
F.  BRUNO  AGNELLI,  M.D.  (Washington) 
NATHAN  CHASET,  M.D. 

CARL  F.  DeLUCA.  M.D. 

EDWARD  J.  GAUTHIER,  M.D. 

THOMAS  F.  HEAD.  M.D. 

WILLIAM  J.  MacDONALD,  M.D. 
WILLIAM  A.  REID.  M.D. 

LEONARD  S.  STAUDINGER,  M.D. 
(Woonsocket) 


Publications 

ROBERT  V.  LEWIS,  M.D.,  Chairman 
ALEX  M.  BURGESS,  M.D. 
BERTRAM  H.  BUXTON,  JR.,  M.D. 
JOHN  A.  DILLON,  M.D. 

HERBERT  FANGER.  M.D. 

JOHN  F.  W.  GILMAN,  M.D. 

PETER  L.  MATHIEU,  M.D. 

.ALTON  M.  PAULL,  M D.  (Pawtucket) 
GUY  SETTIPANE,  M.D. 


Public  Policy  and  Relations 
STANLEY  D.  SIMON,  M.D.,  Chairman 
RICHARD  P.  SEXTON,  M.D. 

STEPHEN  J.  HOYE.  M.D.  (Pawtucket) 
JOHN  J.  CUNNINGHAM,  M.D.  (Pawtucket) 
WILLIAM  A.  REID,  M.D- 


Scientific  Work 

MILTON  W.  HAMOLSKY,  M.D.,  Chairman 
ROBERT  P.  DAVIS.  M.D. 

FRANK  G.  DeLUCA,  M.D. 

JOHN  A.  DILLON,  M.D. 

RUSSELL  P.  HAGER,  M.D.  (Kent) 

HENRY  T.  RANDALL,  MD. 

ROBERT  W.  RIEMER,  M.D. 

MENDELL  ROBINSON,  M.D. 

A.  A.  SAYASTANO.  M.D. 
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Editorials 


THE  RHODE  ISLAND  GENERAL  ASSEMBLY  — 1969 

A SORRY  RECORD 


During  its  January  1969  Session  the  Rhode 
Island  General  Assembly  passed  and  sent  to  the 
Governor  three  acts  which  have  serious  implica- 
tions for  the  public  in  the  State  of  Rhode  Island 
and  for  its  practicing  physicians.  We  shall  anal- 
yze briefly  the  three  offending  legislative  bills. 

I.  "MODIFY" 

H 1157  Substitute  “A”  had  the  ostensible 
purpose  of  making  the  new  consumers’  council 
a party  to  all  hearings  before  the  Director  of 
Business  Regulation.  It  applies  more  specifically 
to  all  rate  filings  of  Blue  Cross  and  Blue  Shield. 

H 1157  Substitute  “A-’  requires  that  notice  be 
given  “to  the  Rhode  Island  consumers’  council 
of  any  hearing  in  which  it  is  entitled  to  partici- 
pate and  for  which  there  is  not  present  statutory 
provision  for  notice.”  In  addition,  the  general 
laws  are  amended  “to  clarify  certain  of  the  pow- 
ers of  the  consumers’  council.”  The  first  stated 
purpose  is  clear  enough  and  not  unreasonable.  The 
second  portion  of  the  act,  designed  to  assure  for  the 
council  availability  of  all  pertinent  information, 
carried  a sleeper  potentially  very  damaging  to 
Rhode  Island  Blue  Shield  and  its  participating 
physicians,  and  not  relevant  to  the  stated  pur- 
pose of  the  act:  that  “Any  documents  presented 
in  support  of  a filing  of  proposed  rates  . . . shall 
be  made  available  for  inspection  by  any  party 
entitled  to  participate  in  a hearing  (i.e.  the  con- 
sumers’ council)  . . .”  It  further  provides,  how- 
ever, that  the  director’s  “decision  may  approve, 
disapprove,  or  modify  the  rates  proposed  to  be 
charged  by  the  applicant.” 

Prior  to  the  passage  of  this  act  the  law  gov- 
erning rate  filings  by  Blue  Shield  and  Blue  Cross 
gave  the  Director  of  Business  Regulation  authority 
only  to  approve  or  reject  rates  within  a “zone 
of  reasonableness.”  Some  of  the  consequences  of 
the  bill  may  be  that: 

1.  It  could  substitute  for  the  authority  of  the 
Boards  of  Directors  of  Blue  Shield  and  Blue  Cross 
that  of  the  State  Director  of  Business  Regula- 
tion in  a basic  and  far-reaching  area. 

2.  It  would  provide  a discriminatory  situation, 
since  the  rate-setting  authority  does  not  apply 
to  the  AFL-CIO  Group  Health  Association  nor 
to  insurance  companies  with  which  the  Blue  plans 
are  in  direct  competition  for  business. 


3.  It  allows  the  Director  (or  any  future  Di- 
rector) arbitrary  authority  to  set  rates,  a matter 
of  considerable  consequence  to  the  physicians  of 
this  State. 

It  is  significant  that  the  offending  portion  of 
the  bill  was  added  by  the  House  Labor  Com- 
mittee to  a bill  that  dealt  with  an  unrelated 
subject.  No  reference  was  made  in  the  “explan- 
ation” of  the  amendment  to  the  provisions  af- 
fecting Blue  Shield  and  Blue  Cross. 

It  is  of  even  greater  significance  that  the  of- 
fending amendment  was  drafted  by  Dennis  Rob- 
erts, II,  who  is  at  the  same  time  attorney  for 
both  the  Consumers’  Council  and  the  Rhode  Is- 
land Group  Health  Association,  Inc.,  sponsored 
by  AFL-CIO  and  in  direct  competition  to  Blue 
Shield  and  Blue  Cross.  The  enabling  act  for  Group 
Health  Association  is  specifically  not  affected 
by  this  amendment.  We  consider  Mr.  Roberts’ 
involvement  in  these  matters  as  representing  fla- 
grant conflict  of  interest. 

The  Blue  plans  requested  an  opportunity  to 
be  heard  before  the  Senate  Judiciary  committee, 
but  were  ignored.  The  bill  was  passed  without 
a hearing. 

Legal  Counsel  for  Blue  Cross  wrote  to  Gover- 
nor Frank  Licht  as  follows  (in  part): 

“The  substance  of  Section  2 (the  offending 
paragraph)  contains  a number  of  major  prob- 
lems. The  most  important  is  giving  the  Director 
the  power  to  fix  rates  for  non-monopoly  services. 
Since  the  rates  of  insurance  companies  and  others 
with  whom  Blue  Cross-Blue  Shield  must  com- 
pete are  not  fixed  by  the  director,  the  discrimin- 
ation inherent  in  this  aspect  of  the  bill  in  our 
opinion  presents  a wide  range  of  problems  . . .” 
Legal  counsel  for  Blue  Shield  wrote  to  Gov- 
ernor Licht  as  follows  (in  part): 

“This  act,  which  purports  to  relate  to  powers 
of  the  Consumers’  Council,  contains  a section 
which  was  neither  described  in  the  title  nor  ex- 
plained in  either  house,  amending  the  statute  on 
the  entirely  different  subject  of  powers  of  the 
Director  of  Business  Regulation  to  approve  our 
subscriber  rates.  It  will  not  only  cause  us  severe 
difficulties,  but  also  will,  I feel  sure,  embarrass 
the  Director  of  Business  Regulation  in  connec- 
tion with  his  duties.  The  bill  in  other  and  addi- 
tional important  aspects  is  definitely  not  in  the 
public  interest.  (Continued  on  next  page) 
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In  the  latter  category  is  the  possibility  of 
clumsy  tampering  with  the  delicate  mechanisms 
through  which  Rhode  Island  physicians  ‘‘partici- 
pate" in  Blue  Shield  plans.  These  matters  were 
explained  to  the  Governor  in  great  detail.  He 
signed  the  bill. 

II.  BOOKS,  MAGAZINES,  AND  PAMPHLETS 

House  Bill  1833  provides  that  a statement  in 
a book,  magazine,  or  pamphlet  is  admissible  evi- 
dence in  the  proof  of  the  truth  of  the  fact  as- 
serted by  a plaintiff  in,  for  example,  a malprac- 
tice suit.  It  admits  in  evidence  the  statement  of 
a text  writer  not  made  under  oath,  and  not  sub- 
ject to  the  test  of  cross  examination  as  to  trust- 
worthiness. The  law  allows  the  defendant  30  days 
in  which  to  prepare  an  appropriate  defense  against 
this  material. 

The  admission  of  statements  not  subject  to 
cross  examination  is  contrary  to  the  ruling  of 
courts  since  time  immemorial.  Very  often  state- 
ments in  books  and  papers  are  opinions  and  not 
subject  to  proof  as  fact.  Every  physician  knows 
that  they  may  also  be  obsolescent  or  obsolete, 
since  medical  science  is  dynamic  and  constantly 
changing.  Obsolete  theories  can  thus  be  intro- 
duced in  court  as  fact  to  stand  on  their  own. 

The  Rhode  Island  Medical  Society  requested 
a hearing  before  the  House  Judiciary  Commit- 
tee to  express  its  strong  objections  to  this  law. 
No  hearing  was  held. 

The  dangers  and  inequities  of  the  law  were 
pointed  out  to  Governor  Licht  in  person.  It  was 
stressed  that  the  primary  effect  of  this  bill  would 
be  increased  malpractice  litigation,  increasing 
massively  physicians’  malpractice  insurance  prem- 
iums while  at  the  same  time  providing  no  visi- 
ble benefits  to  the  public. 

The  Governor  indicated  that  he  was  sympa- 
thetic with  the  objectives  of  the  bill.  He  signed 
it  into  law. 

III.  "SINGLE  PET  MEASURE" 

The  House  and  Senate  passed  in  concurrence 
Senate  bill  98A  which  would  have  permitted  state 
welfare  clients  entitled  to  medical  care  to  con- 
sult chiropractors  and  have  this  treatment  paid 
for  out  of  state  (and  federal)  funds.  News  media 
stated  that  the  bill  was  passed  by  the  Assembly 
“in  return  for  favorable  House  action  on  a single 
pet  measure  by  Sen.  Howard  J.  Luckina  of  North 
Smithfield  (a  chiropractor)  D-Dist.  30,  chair- 
man of  the  Senate  Labor  Committee.” 

The  following  statement  was  sent  to  the  Gov- 
ernor by  the  President  of  the  Rhode  Island  Med- 
ical Society: 


“Such  action,  whereby  the  needy  poor  of  the 
State  who  are  dependent  upon  the  department  of 
social  welfare  for  payment  of  their  medical  care 
are  encouraged  to  seek  care  from  physicians  who 
have  a limited  license  which  prohibits  their  use 
of  any  drugs  for  internal  medication,  and  the 
use  of  surgery  is  reprehensible.  These  needy  peo- 
ple look  to  the  State  for  guidance,  as  well  as 
financial  aid.  The  State,  in  turn,  utilizes  public 
tax  funds  to  provide  the  services  to  the  recip- 
ients of  social  welfare  benefits,  and  it  therefore 
has  the  duty  and  the  responsibility  to  guarantee 
that  these  recipients  receive  the  finest  medical 
care  available,  and  that  they  not  be  encouraged 
to  seek  services  at  the  public's  expense  from  chi- 
ropractic practitioners  whom  the  Congress  has 
been  told,  by  no  less  an  authority  than  the  re- 
cent Secretary  of  Health,  Education  and  Wel- 
fare, are  ‘not  prepared  to  make  adequate  diag- 
nosis and  provide  appropriate  treatment.’ 

‘‘In  our  democratic  society  the  right  of  an 
individual  to  use  his  own  resources  to  pay  for 
whatever  services  he  personally  may  wish,  whe- 
ther limited,  inferior,  or  totally  inadequate,  is 
respected.  But  when  the  resources  of  the  tax- 
payers of  a city,  state,  or  the  federal  govern- 
ment are  utilized  for  services,  the  governing  body 
has  an  obligation  to  guarantee  that  such  bene- 
fits shall  be  the  finest  available. 

“In  only  one  other  state  in  the  nation  has 
legislation  such  as  proposed  here  been  passed 
by  a legislature — in  New  Jersey,  where  Governor 
Richard  J.  Hughes  promptly  vetoed  the  pro- 
posal.” 

The  Governor  was  also  reminded  that  Federal 
Medicare  specifically  excludes  chiropractors  from 
participation,  and  a national  organization  of  the 
elderly  energeticaly  opposes  inclusion  of  chiro- 
practic benefits  under  Medicare.  The  Directors 
of  the  State  Departments  of  Health  and  Public 
Welfare  both  vigorously  opposed  this  legislation 
and  informed  the  Governor  most  emphatically  of 
their  opposition. 

The  Governor  hesitated  long  before  acting.  He 
then  quietly  vetoed  the  bill.  Because  it  was  dan- 
gerously bad  legislation?  According  to  the  press 
account  he  vetoed  the  measure  because  it  “was 
so  broadly  drawn  that  it  failed  to  identify  clearly 
the  area  of  treatment  that  would  justify  reim- 
bursement, and  that,  although  framers  of  the 
measure  undoubtedly  intended  it  to  deal  specif- 
ically with  chiropractors,  it  was  not  so  limited!” 
(Exclamation  point  ours). 

To  paraphrase  a popular  song:  1969  was  a 
very  bad  year! 
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THE  GRANULOCYTE  AND  LYSOSOME 


As  a result  of  recent  studies  the  nature  of  the 
granules  in  the  polymorphonuclear  leukocyte  is 
now  better  understood.  The  Wright  strain  of  the 
peripheral  blood  smear,  which  permits  identifica- 
tion of  neutrophiles,  basophiles  and  eosinophiles, 
was  the  clinical  laboratory  procedure  which  made 
its  most  lasting  impression  on  most  of  us  as  med- 
ical students.  Electron  microscopic  study  of  sub- 
cellular  organelles  led  to  the  identification  of  ly- 
sosomes,  small  vacuoles  which  collect  intracellular 
debris.  Extrusion  of  their  contents  through  the  cell 
wall  provides  a means  of  ridding  the  cell  of  cellu- 
lar waste  products.  A feature  of  the  specialization 
of  the  polymorphonuclear  leukocyte  apparently  is 
the  overdevelopment  of  lysosomes.  They  are  so 
large  that  with  light  microscopy  they  appear  as 
granules. 

Time-lapse  photography  has  provided  graphic 
demonstration  of  the  action  of  the  granules  upon 
contact  with  bacteria  and  foreign  substances.  The 
lysosomes  of  granulocytes  contain  hydrolytic  en- 
zymes and  cationic  proteins  which  have  very  spe- 
cific antibacterial  properties.  Two  of  the  proteins 
have  been  identified,  muramidase  and  phagocytin. 

Klebanoff  and  White  observe  that  chronic  gran- 
ulomatous disease  of  childhood,  a model  of  a dis- 


ease process,  is  associated  with  qualitative  changes 
in  the  granules.  Quie  accepts  this  concept.  The 
granules  are  totally  ineffective  against  some  species 
of  bacteria  due  to  a failure  in  oxidative  mecha- 
nisms. This  deficiency  can  be  measured  by  oxygen 
uptake  determinations.  The  authors  suggest  that 
the  significant  defect  in  the  patient’s  leukocyte  is 
an  inability  to  produce  hydrogen  peroxide.  Curi- 
ously enough  many  bacteria,  such  as  Lactobacillus 
acidophilus  and  streptococci,  will  actually  furnish 
hydrogen  peroxide  and  thereby  facilitate  their  own 
destruction.  Conversely,  the  staphylococci  produce 
a catalase  which  destroys  hydrogen  peroxide  and 
prevents  oxidation.  These  are  the  bacteria  most 
frequently  found  in  the  lesions  associated  with  this 
disease.  The  granules  so  beautifully  stained  in  that 
first  year  medical  school  course  in  Clinical  Path- 
ology had  a lot  to  tell  — much  more  than  most 
of  us  then  could  see.  A new  chapter  in  the  story 
of  host  response  to  infection  is  now  being  written, 
and  it  is  well  worth  reading- 
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MARIJUANA 


The  possession  and  use  of  marijuana,  pot,  grass, 
and  hashish  is  illegal  and  punishable  by  law  in 
Rhode  Island  and  in  the  United  States  generally, 
and  in  many  other  countries.  Its  present  use  on 
college  and  university  campuses,  in  junior  and  sen- 
ior high  schools,  and  among  others  of  our  youth 
has  risen  to  alarming  proportions.  Estimates  are 
that  70  per  cent  of  students  have  tried  it  at  least 
once.  The  fact  that  its  use  is  so  widespread  and 
that  flagrant  violation  of  the  law  so  common  is 
cause  for  serious  concern. 

Why  do  our  youth  choose  to  violate  the  law 
when  such  violation  involves  sacrificing  self-control 
and  self  restraint  and  adopting  personal  habits  that 
are  detrimental  to  their  health  and  safety?  Are  the 
laws  antiquated?  Do  the  laws  really  restrict  indi- 
vidual pursuit  of  happiness?  Do  they  encourage 
rebellion?  We  think  not.  The  focus  on  marijuana’s 
harmfulness  seems  to  be  lost  or  ignored  in  all  the 
furor  over  individual  freedom.  While  immediate 
harmful  effects  from  the  drug  are  not  as  frequent 
as  is  sometimes  believed,  the  possibility  of  long- 
range  damage  is  often  ignored.  Marijuana  is  a hal- 
lucinogenic substance  and  in  unstable  individuals 


can  precipitate  mental  illnesses,  create  psychologi- 
cal dependence,  or  even  lead  to  more  harmful  types 
of  drug  addiction. 

In  all  of  the  current  emotional  turmoil  there  is 
the  central  fact  that  youth  are  not  as  sensitive  to 
their  individual  responsibility  of  living  up  to  the 
law  as  they  should  be.  A general  permissiveness 
among  their  peers  and  parents  allows  other  of- 
fenses against  the  law  to  go  unpunished,  or  be 
ignored  entirely.  This  situation  causes  a callous 
attitude  against  all  laws  having  to  do  with  self- 
control  and  self-discipline. 

The  punishment  for  violators  in  this  state  is  se- 
vere, three  years  for  anyone  having  marijuana  in 
his  possession.  We  feel  this  is  too  severe  in  many 
cases;  a judge  should  be  given  more  discretion  in 
the  type  of  sentence  given  in  each  individual  case. 

The  1920’s  saw  a similar  disrespect  for  another 
unpopular  national  law  limiting  personal  freedom. 
It  was  eventually  repealed.  It  was  thought  that 
repeal  would  cure  the  ills  of  that  era.  But  did  that 
happen?  We  have  only  to  look  about  us  to  see 
what  can  happen  when  little  or  no  control  is  in 
(Continued  on  next  page) 
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■evidence.  We  have  more  liquor  outlets,  more  alco- 
holism, and  more  of  all  the  unpleasant  sequelae 
and  outright  dangers  that  alcoholism  can  produce 
than  ever  before. 

Is  not  the  situation  with  marijuana  in  the  1960’s 
parallel  to  that  of  alcohol  in  the  ’20’s?  Should  the 
laws  against  its  use  be  repealed?  Would  the  legal- 
ized use  remove  its  damaging  effects?  Would  such 


repeal  lessen  its  dangers?  Reduce  its  use?  We  think 
not. 

Facts  on  and  scientific  proof  of  marijuana’s 
harmfulness  are  present  in  abundance,  even  if 
not  as  overwhelming  as  is  the  case  with  tobacco. 
Should  we  then  legalize  marijuana  before  defini- 
tive scientific  proof  of  its  harmfulness  is  all  in? 
We  think  not. 


ONE  HUNDRED  YEARS  YOUNG 


A century  ago  in  April  of  1869  the  Children’s 
Hospital  of  Boston  was  founded  as  a twenty-bed 
facility  in  a three-story  town  residence  on  Rut- 
land Street  in  the  then  fashionable  South  End,  now 
a depressed  slum  area.  Currently  located  on  Long- 
wood  Avenue  in  the  shadow  of  the  neoclassical 
marble  edifices  of  the  Harvard  Medical  School,  it 
is  a complex  of  21  buildings,  343  beds,  and  10  in- 
stitutions designated  collectively  as  the  Children's 
Hospital  Medical  Center. 

This  impressive  complex  of  buildings  teems  with 
the  shades  of  great  men  of  the  past.  One  of  the 
early  leaders  was  Doctor  Edward  Hickling  Brad- 
ford, inventor  of  the  Bradford  frame,  who  in  1878 
was  appointed  the  first  Chief  of  Orthopedics;  Doc- 
tor Thomas  Morgan  Rotch.  the  first  full  professor 
of  pediatrics  at  Harvard  (1903),  had  helped  es- 
tablish in  1891  the  Walker-Gordon  farm  and  la- 
boratory which  produced  the  first  certified  milk 
warranted  free  of  the  tubercle  bacillus;  Doctor 
Emory  A.  Codman  in  1900  established  the  first 
department  of  pediatric  radiology. 

The  late  great  Doctor  William  E.  (“B”)  Ladd 
contributed  brilliantly  to  the  surgery  of  the  con- 
genital anomalies  of  the  gastrointestinal  tract  — 
atresias,  malrotation,  and  the  duplications.  Under 
his  mastery  congenital  atresia  of  the  esophagus 
yielded  ultimately  to  surgical  treatment.  Doctor 
Robert  E.  ("Bob”)  Gross  initiated  the  age  of 
cardiac  surgery  with  the  first  successful  patent 
ductus  arteriosus  operation  performed  in  a 7 year 
old  girl  in  1938-  He  also  carried  out  the  first  suc- 
cessful reconstruction  for  coarctation  of  the  aorta. 
To  prepare  for  extensive  replacement  of  the  aorta, 
sometimes  necessary  in  this  condition,  in  associa- 
tion with  Doctor  Charles  A.  Hufnagel,  now  of 
Georgetown  University,  he  developed  and  first  used 
arterial  homografts.  Also  at  Children’s,  Doctor  Wil- 
liam F.  Bernhard  and  his  associates  performed  for 
the  first  time  cardiac  operations  on  blue  babies 
in  a hyperbaric  chamber. 

In  1947  Doctor  Sidney  Farber,  a pathologist 
dedicated  to  cancer  cure  and  founder  of  the  famed 
Jimmy  Fund  and  Building,  discovered  the  use  of 
antimetabolites  for  the  treatment  of  leukemia.  His 


first  drug,  aminopterin,  had  been  developed  by  the 
late  brilliant  Doctor  Yellapragada  SubbaRow  of 
the  Lederle  Laboratories.  SubbaRow  was  then 
working  on  the  synthesis  of  the  related  folic  acid 
pursuant  to  his  efforts  initiated  many  years  before 
under  the  late  Doctor  Cyrus  Fiske,  biochemist  of 
the  Harvard  Medical  School,  to  isolate  the  anti- 
pernicious-anemia  factor.  This  earlier  work  had 
been  carried  out  in  a basement  of  the  biochemistry 
building  of  the  school  only  a few-  yards  from  the 
hospital,  where  it  is  more  than  likely  that  their 
acquaintance  had  its  beginning.  Aminopterin  was 
later  replaced  by  methotrexate,  which  was  easier 
to  handle  and  is  now  the  preferred  drug.  In  1954 
Farber  received  the  first  allotment  of  actinomycin 
D from  Professor  Selman  A.  Waksman.  This  drug, 
essentially  an  antibiotic,  has  since  yielded  highly 
promising  results  in  the  control  and  possible  cure 
of  Wilms’  tumor. 

Doctor  Louis  K.  Diamond,  a pioneer  in  pedi- 
atric hematology,  developed  and  performed  the 
first  exchange  transfusions  for  erythroblastosis 
fetalis  permitting  a reasonable  hope  of  survival  and 
normal  development  in  infants  affected  by  that 
crippling  or  fatal  disorder. 

John  F.  Enders,  bacteriologist  and  Ph.D.,  is  per- 
haps the  greatest  of  them  all.  In  1954  he  and  his 
co-workers  were  awarded  the  Nobel  Prize  in  Physi- 
ology and  Medicine  for  successfully  growing  the 
polyomyelitis  virus,  a work  which  had  been  com- 
pleted in  1949.  This  tour  de  force  led  ultimately 
to  the  development  of  the  Salk  and  Sabin  vac- 
cines. He  also  developed  quite  single-handedly  in 
1954  the  first  successful  measles  vaccine-  The  tis- 
sue culture  method  for  the  growth  of  virus,  which 
was  his  basic  contribution,  provided  also  the  tech- 
nology for  the  ultimate  development  by  others  of 
rubella  and  mumps  vaccines.  Although  72  years  of 
age,  he  is  currently  actively  engaged  in  devising 
methods  for  the  propagation  of  homologus  serum 
and  infectious  hepatitis  virus. 

This  is  but  a brief  and  partial  roll  call  of  the 
great  men  of  the  Children’s  Hospital  Medical  Cen- 
ter who  have  contributed  to  the  welfare  of  man- 
kind during  its  first  100  years.  May  its  second 
century  be  as  fruitful! 
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FLAG  YE 

brand  of  metronidazole 


Cures 

Trichomonal 
Infection 
in  Both 


Although  Trichomonas  vaginalis  infection 
occurs  in  only  5 to  10  per  cent*  of  men, 
careful  diagnosis  will  demonstrate  the 
condition  in  about  half  of  all  husbands  of 
infected  women.  Nine  investigators* 
reported  an  average  incidence  of  50.8  per 
cent  in  exposed  consorts. 

Many  clinicians  have  achieved  a high  degree 
of  success  in  treating  trichomonal  vaginitis 
only  after  they  have  recognized  the 
importance  of  sexual  partners  in 
perpetuating  the  infection.  Crowley* 

Indications:  Flagyl  is  indicated  in  the  treatment 
of  trichomoniasis  in  both  men  and  women. 

Contraindications:  Pregnancy;  disease  of  the 
central  nervous  system;  evidence  or  history 
of  blood  dyscrasia. 

Precaution:  Complete  blood  cell  counts  should 
be  made  before,  during  and  after  therapy, 
especially  if  a second  course  is  necessary. 

Side  Effects:  Infrequent  and  minor  side  effects 
include  nausea,  metallic  taste  and  furry  tongue. 
Gastrointestinal  disturbances,  flushing  and 
headache  sometimes  occur,  especially  with 
concomitant  ingestion  of  alcohol.  The  taste  of 
alcoholic  beverages  may  be  altered.  Other  effects, 
all  reported  in  an  incidence  of  less  than  1 per  cent, 
are  diarrhea,  dizziness,  vaginal  dryness  and 
burning,  dry  mouth,  rash,  urticaria,  gastritis, 
drowsiness,  insomnia,  pruritus,  sore  tongue, 
darkened  urine,  anorexia,  vomiting,  epigastric 
distress,  dysuria,  depression,  vertigo,  incoordina- 


SEARLE 


has  asserted,  “it  was  not  until  we  acted 
on  this  key  premise  that  we  were  able 
to  obtain  positive  and  lasting  results 
in  our  management  of  recurrent 
vaginal  trichomoniasis.” 

Simple  ten-day  oral  treatment  with  Flagyl 
virtually  assures  elimination  of  established 
trichomonal  infection  in  men.  In 
twenty-two  of  twenty-seven  studies*  data 
on  the  results  of  treating  male  patients 
revealed  that  all  men  treated  with  Flagyl 
were  cured. 

tion,  ataxia,  abdominal  cramping,  constipation, 
stomatitis,  numbness  or  paresthesia  of  an 
extremity,  joint  pains,  confusion,  irritability, 
weakness,  cystitis,  pelvic  pressure,  dyspareunia, 
fever,  polyuria,  incontinence,  decreased  libido, 
nasal  congestion,  proctitis  and  pyuria.  Elimination 
of  trichomonads  may  aggravate  candidiasis. 

Dosage  and  Administration:  In  women:  one 
250-mg.  oral  tablet  three  times  daily  for  ten  days. 

A vaginal  insert  of  500  mg.  is  available  for  local 
therapy  when  desired.  When  used,  one  vaginal 
insert  should  be  placed  high  in  the  vaginal  vault 
each  day  for  ten  days;  concurrently  two  oral 
tablets  should  be  taken  daily. 

In  men:  When  trichomonads  are  demonstrated, 
one  250-mg.  oral  tablet  twice  daily  for  ten  days  in 
conjunction  with  treatment  of  his  female  partner. 

Dosage  Forms:  Oral  tablets— 250  mg. 

Vaginal  inserts— 500  mg. 

^Complete  list  of  references  on  request. 
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...now  fast  relief  of  hay  fever  symptoms  with 

nT t 


When  pollens  fly,  just  one  or  two  squirts  of  nTz  in 
each  nostril,  followed  in  a few  minutes  by  a second 
spraying,  shrink  swollen  nasal  passages  almost  on 
contact.  And  breathing  comfort  follows.  The  anti- 
histamine component  of  nTz  helps  combat  the  al- 
lergic reaction  and  lessen  rhinorrhea,  sneezing  and 
itching;  its  antiseptic  wetting  agent  promotes  rapid 
spread  of  components. 

nTz  Nasal  Spray  affords  the  well-known  benefits  of 
Neo-Synephrine®  in  a carefully  balanced  formula 
which  includes: 


Nasal  Spray 


nasal  spray 


IlMntfiroft 

lA//nf/jrop 


Neo-Synephrine®  (brand  of  phenylephrine)  HC 
0.5%  (adult  strength),  decongestant 
Thenfadil®  (brand  of  thenyldiamine)  HCI,  0.11)! 
antihistamine 

Zephiran®  (brand  of  benzalkonium  as  chloride,  ri 
fined)  Cl,  1:5000,  antiseptic  wetting  agent 
T reatments  with  nTz  should  be  repeated  every  thre 
or  four  hours  as  needed.  nTz  is  for  temporary  relit 
of  nasal  symptoms  and  overdosage  should  t 
avoided.  Available  in  squeeze  bottles  of  20  ml.  an 
1 oz.  bottles  with  dropper. 

Winthrop  Laboratories,  New  York,  N.Y.  10016  <.« 
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that  this  will  prove  valuable.  After  some  discussion, 
it  was  voted  to  make  a small  charge  for  copying 
when  done  for  an  individual  for  his  own  use.  We 
don’t  want  to  impose  too  much  work  on  our  staff. 

One  hundred  and  thirty-five  valuable  volumes 
were  received  by  bequest  from  the  Madelaine  Ray 
Brown,  M.D.,  Estate.  They  are  old,  very  rare 
books  or  facsimiles  and  the  Library  is  very  for- 
tunate to  have  them. 

We  granted  the  librarian  permission  to  hold  a 
book  clearance  during  the  week  of  the  1969  An- 
nual Meeting.  This  is  a good  method  of  disposing 
of  duplicates.  We  considered  various  books  for 
purchase  through  the  use  of  the  Adelson,  Daven- 
port, Day  and  Rogers  Funds,  and  authorized  three 
titles  for  the  Charles  F.  Gormly  Collection  which 
is  supported  by  the  generous  gifts  of  Mrs-  Gormly. 

Doctor  Kaan  commented  on  the  lack  of  material 
on  the  subject  of  tropical  medicine,  and  we  voted 
to  order  a subscription  to  the  American  Journal  of 
Tropical  Medicine. 

The  chairman  has  been  in  close  touch  with  the 
Library  and  wishes  to  express  his  appreciation  and 
thanks  for  the  devoted,  efficient  work  of  Mrs.  De- 
Jong  and  her  staff. 

H.  G.  Calder,  m.d. 

Chairman 

LIBRARIAN'S  REPORT 

Now,  at  this  summing-up-time  of  year,  we  report 
that  in  1968-69: 

—We  had  more  readers  than  usual.  Three  thou- 
sand, two  hundred  and  three  persons  (1,027  phy- 
sicians; 2,076  public)  managed  to  lick  the  parking 
problem  and  use  the  library. 

— Our  circulation  grew.  We  loaned  a total  of 
2,392  journals  and  340  textbooks,  47  items  from 
the  Davenport  Collection,  10  newsclippings,  26 
pamphlets,  and  7 photographs.  Two- thirds  of  this 
material  was  sent  on  interlibrary  loan  to  be  used 
in  other  institutions,  often  by  our  own  members. 

— We  photocopied  613  articles.  This,  too,  is  a 
type  of  circulation.  One  of  our  copying  projects 
was  reproducing  “Dr.  Leonard’s  Book,”  the  his- 
torical catalogue  of  the  Society,  for  the  Countway 
Library.  It  is  our  fond  hope  that  we  can  bring  this 
valuable  source  of  information,  begun  by  Doctor 
Hersey  and  continued  by  Doctor  Leonard,  up-to- 
date  some  fine  day. 

— We  searched  404  reference  questions.  A spe- 
cial type  of  “digging”  was  a search  through  deal- 
ers’ catalogues  for  quotations  of  prices  of  the  books 
inherited  from  Doctor  Madelaine  Brown. 

— Acquired  a few  more  volumes  through  pur- 
chase and  gift.  We  added  614  bound  volumes  to 
give  us  a total  of  46,893- 


— Sent  requests  to  other  libraries  for  203  items 
not  available  at  home. 

— Processed  journals  for  microfilming.  With  our 
Medical  Library  Resources  Grant,  we  purchased 
a reader-printer  and  converted  several  hundred 
volumes  of  unbound,  tired  state  medical  journals 
into  nice,  neat  rolls  of  films  . . . every  inch  of  space 
gained  thereby  a victory! 

— Answered  student  letters  and  entertained  jun- 
ior readers.  Only  45  this  year  as  there  was  no  large 
Science  Fair. 

— Sent  duplicates  to  other  libraries.  We  found 
homes  for  1,350  items  not  needed  here. 

— Replaced  missing  periodicals  through  the 
MLA  Exchange.  We  gained  33  items  including  2 
bound  volumes. 

— Processed  479  serials  and  periodicals  regularly. 

— Prepared  166  volumes  for  binding. 

— Acknowledged  some  special  gifts.  University 
Microfilm  gave  us  a set  of  films  of  the  Rhode 
Island  Medical  Journal,  vols.  1-49,  1917-66. 
We  received  a check  for  $100.00  from  the  Rhode 
Island  Veterinary  Medical  Association.  In  addition 
to  the  135  books  from  the  Estate  of  Doctor  Brown, 
we  were  given  entire  libraries  by  Doctors  Louis  J. 
Fuhrmann,  Thomas  R.  Natal  and  Benjamin  Rous- 
lin- 

— Attended  two  meetings.  The  Medical  Library 
Association  meeting  in  Denver  in  June  was  a won- 
derful adventure  with  a nice  balance  of  lectures, 
discussions,  classes  (a  whole  day  spent  studying 
medical  history  and  the  care  and  feeding  of  rare 
books),  sight-seeing,  and  just  plain  fun.  The  New 
England  Medical  Library  Association  was  enter- 
tained by  the  University  of  Vermont  this  year  and 
the  members  were  provided  with  an  excellent  pro- 
gram. 

—Re-read  AEQUANIMITAS. 

So,  we  say  “thank  you”  to  our  assistant,  Mrs. 
Garreau,  to  the  Executive  Office  staff,  and  to  Doc- 
tor Calder  for  making  it  possible  to  function  with 
reasonable  efficiency  and  enjoyment. 

Helen  E.  DeJong 
Librarian 

COMMITTEE  ON  MEDICAL  ASPECTS  OF  SPORTS 

The  Committee  on  the  Medical  Aspects  of  Sports 
takes  pleasure  in  informing  you  that  the  Eighth 
Annual  Conference  on  the  Medical  Aspect  of  Sports 
which  is  co-sponsored  by  the  Rhode  Island  Med- 
ical Society  and  the  University  of  Rhode  Island 
is  complete  and  is  scheduled  for  August  21  and 
22,  1969,  at  the  University  of  Rhode  Island. 

We  are  pleased  to  inform  you  that  we  feel  that 
an  outstanding  program  has  been  finalized  with 
Joseph  D.  Godfrey,  M.D.,  Clinical  Professor  of 
Orthopedic  Surgery  at  the  University  of  Buffalo 
Medical  School,  as  the  featured  speaker.  The  prin- 
(Continued  on  next  page) 
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cipal  speaker  for  the  trainers  will  be  Mr.  Tom 
Healion,  Chief  Trainer  in  the  Department  of  Ath- 
letics of  the  University  of  Indiana. 

It  is  to  be  noted  that  several  Rhode  Island  resi- 
dents are  included  in  the  program  this  year.  These 
include:  John  B.  Thayer,  M.D.,  Malcolm  Winkler, 
M.D.,  Amine  Maalouf,  M.  D-,  Melvyn  Gelch, 
M.D.,  as  well  as  trainers  Richard  K.  Cole  and 
Robert  Williams  of  the  University  of  Rhode  Island. 

A.  A.  Savastano,  m.d. 

Chairman 

PERINATAL  MORTALITY  COMMITTEE  REPORT 

This  report  will  summarize  some  of  the  activities 
in  which  the  medical  profession  in  Rhode  Island 
is  participating  for  the  purpose  of  dealing  with 
those  problems  of  infant  mortality  which  were  de- 
fined in  recommendations  adopted  by  the  AMA 
House  of  Delegates,  June  19,  1968  at  San  Fran- 
cisco, California. 

Either  as  official  representatives  of  their  county 
or  state  medical  organizations,  or  as  individual 
physicians  who  are  prompted  by  a feeling  of  com- 
munity responsibility,  members  of  this  Society  are 
actively  participating  in  or  consulting  with  State 
and  Community  agencies  and  programs  which  at- 
tempt to  solve  the  complex  deleterious  socio-eco- 
nomic as  well  as  medical  problems  involved  in  in- 
fant mortality. 

The  impact  of  education  is  vital  in  the  develop- 
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ment  of  “health  literacy”  and  is  the  basic  catalyst 
for  a continuing  legacy  of  good  health.  This  theme 
has  been  reiterated  a number  of  times  by  repre- 
sentatives of  this  Society  in  planning  discussions 
concerning  problems  in  delivery  of  good  medical 
care  to  the  disadvantaged.  Two  representatives  of 
this  Society  to  the  ad  hoc  committee  for  Prenatal 
Care,  at  a meeting  of  R.I.  High  School  and  Paro- 
chial School  superintendents  last  year,  suggested 
that  overall  health  and  family  life  planning  courses 
be  considered  as  important  ingredients  of  high 
school  health  education  curricula  which  already  in- 
clude as  required  topics  smoking,  venereal  disease 
and  narcotics.  In  such  a program  preparation  for 
responsible  parenthood  including  the  value  of  and 
responsibility  involved  in  prenatal  health  planning 
could  be  effectively  taught  by  selected  interested 
teachers  in  high  schools  — public  and  private. 
These  teachers  would  receive  preparation  and 
training  by  attending  courses  of  instruction  en- 
gineered and  taught  by  interested  and  knowledgea- 
ble physicians  , educators  and  trained  counsellors. 

This  subject  is  to  be  considered  by  the  joint 
committees  of  Maternal  and  Perinatal  Mortality 
who  are  interested  in  promoting  health  literacy, 
responsible  parenthood  and  sex  and  family  life  in- 
struction and  counselling  in  our  communities. 

The  current  urgent  interest  in  illegitimate  preg- 
nancy is  underlined  by  the  poor  infant  result  as- 
sociated statistically  at  least,  with  this  increasing 
modern  “happening.” 

Today,  in  Rhode  Island,  St.  Joseph’s  Hospital 
in  collaboration  with  the  R.I.  Health  Department, 
and  funded  by  a Federal  grant,  is  conducting  a 
maternal-infant  care  program  which  focuses  espe- 
cially on  the  out-of-wedlock  pregnancy  not  only 
dwelling  in  the  ghetto  urban  census  tracts  sur- 
rounding St.  Joseph’s  Hospital  but  to  all  state  res- 
idents who  find  themselves  in  this  plight. 

The  favorable  effect  on  infant  mortality  rates  of 
family  planning  has  been  long  recognized  within 
the  state  as  is  indicated  by  the  continuous  com- 
munity operation  over  the  last  35  years  of  the  R I. 
Maternity  Health  Association.  The  Rhythm  Clinic 
and  the  newly-organized  family  planning  clinic  at 
the  Providence  Lying-In  Hospital  are  proving  ef- 
fective instruments  for  the  reduction  of  fetal  and 
infant  loss. 

A current  issue  of  the  R.I.  Medical  Journal  has 
reflected  the  necessity  of  maternal  nutritional  ade- 
quacy throughout  pregnancy,  infant,  adolescence, 
and  indeed  from  generation  to  generation  before 
the  reduction  of  infant  mortality  and  morbidity 
can  achieve  its  full  potential.  St.  Joseph’s  Hospital 
M.I.C.  Program  has  a nutritionist  on  its  staff  and 
the  Obstetrical  Department  of  this  hospital  re- 
ently  sponsored  a seminar  on  Nutrition  in  Preg- 
(Continued  on  Page  342) 
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For  the 

"Cheater  Eater" 


Formulas:  Each  'Dexamyl'  Spansule  capsule  No.  1 
contains  10  mg.  of  Dexedrine®  (brand  of  dextro- 
amphetamine sulfate)  and  1 gr.  of  amobarbital, 
derivative  of  barbituric  acid  (Warning,  may  be  habit 
forming).  Each  'Dexamyl'  Spansule  capsule  No.  2 
contains  15  mg.  of  Dexedrine  (brand  of  dextro- 
amphetamine sulfate)  and  IV2  gr.  of  amobarbital 
(Warning,  may  be  habit  forming). 

Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR. 
Contraindications:  Hyperexcitability,  undue  restless- 
ness, hyperthyroidism,  porphyria;  in  patients  on 
MAO  inhibitors. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetics  or  barbiturates  and  in 
coronary  or  cardiovascular  disease  or  severe 
hypertension.  Excessive  use  of  the  amphetamines 
by  unstable  individuals  may  result  in  a psychological 
dependence.  Rarely,  symptoms  of  toxic  psychosis 
(hallucinations,  confusion,  panic  states,  etc.)  may 
occur  with  amphetamines,  usually  after  prolonged 
high  dosage.  In  these  instances,  withdraw  the 
medication.  Use  cautiously  in  pregnant  patients, 
especially  in  the  first  trimester. 

Adverse  Reactions:  Overstimulation,  restlessness, 
insomnia,  g.i.  disturbances,  diarrhea,  palpitation, 
tachycardia,  elevated  blood  pressure,  tremor, 
sweating,  impotence  and  headache. 

Supplied:  In  bottles  of  50. 
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nancy.  A National  investigation  into  the  possible 
causes  of  cerebral  palsy  conducted  by  14  large  ob- 
stetrical institutions  - — of  which  the  Providence 
Lying-In  was  one  — has  shown  that  the  nutrition- 
al health  of  the  mother  seemed  to  be  a more  sig- 
nificant factor  in  the  fetal  and  infant  result  than 
the  problems  of  labor  and  delivery. 

When  the  Perinatal  Mortality  Committee  of  this 
Society  was  formed  in  1962  one  of  its  basic  func- 
tions was  to  improve  uniform  reporting  practices 
from  physicians  and  hospitals  so  as  to  develop 
meaningful  state  statistical  data  which  could  be 
compared  with  other  city,  county,  state  and  na- 
tional studies.  There  is  still  a lack  of  uniformity 
in  registration  practices,  standards  of  reporting 
and  classifications  as  to  causes  of  death,  and  this 
is  an  area  in  which  the  Perinatal  Mortality  Com- 
mittee will  make  definite  recommendations  to  this 
Society  and  the  Department  of  Vital  Statistics. 

The  Society  is  now  collaborating  with  Brown 
University  on  a statistical  study  of  the  state  peri- 
natal and  post  neonatal  mortality.  From  his  study, 
which  is  funded  by  a grant  from  the  National 
Foundation,  we  hope  to  develop  useful  educational 
programs  for  Rhode  Island  physicians  as  well  as 
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around. 


In  1967  almost  45,000  new  active  cases  were 
reported.  Isn’t  that  a good  reason  to  make  tubercu- 
lin testing  with  the  white  LEDERTINE™  Applicator 
a routine  part  of  your  physical  examinations? 
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Precautions:  With  a positive  reaction,  consider  further 
diagnostic  procedures.  Use  with  caution  in  persons  with 
active  tuberculosis  or  known  allergy  to  acacia.  Vesicula- 
tion,  ulceration,  or  necrosis  may  occur  at  the  test  site  in 
highly  sensitive  persons. 
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action  programs  aimed  at  reducing  infant  mortality 
and  morbidity  in  those  areas  which  appear  to  offer 
a predictable  chance  of  improvement  as  well  as 
those  which  offer  the  challenge  and  promise  of 
betterment. 

The  Rhode  Island  Medical  Society  Perinatal 
Mortality  Committee  has  always  believed  that  the 
most  effective  echelon  for  perinatal  mortality  dis- 
cussions is  at  the  individual  hospital  level,  and  it 
has  stimulated  the  formation  of  such  committees 
in  at  least  3 hospitals  and  is  attempting  to  in- 
crease this  number  during  this  year. 

The  State  Society  is  cooperating  in  most  con- 
structive community  health  planning  studies  and  is 
striving  to  develop  ways  for  the  conservation  of 
health  manpower.  Its  members  are  cooperating  of- 
ficially and  unofficially  at  many  levels  with  en- 
thusiasm and  interest  to  help  establish  the  emerg- 
ing Brown  University  Medical  School  as  an  ef- 
fective instrument  in  the  education  and  training 
of  more  physicians. 

Through  the  efforts  of  certain  members  of  this 
Society  the  State  Health  Department  last  year  re- 
ceived from  the  state  an  appropriation  which 
makes  it  possible  for  Rh  negative  mothers  to 
receive  after  delivery,  where  medically  indicated, 
a Rhogam  injection  to  prevent  possible  future 
Rh  sensitization  in  her  next  pregnancy.  This  So- 
ciety’s official  sponsorship  of  immunization  pro- 
grams designed  to  protect  the  people  in  this 
state  against  measles  and  polio  has  set  the  pace 
for  the  nation  and  these  programs  were  con- 
ceived and  executed  far  in  advance  of  the  cur- 
rent American  Medical  Association  recommenda- 
tions. 

A genetic  counselling  service  as  part  of  a Birth 
Defect  Clinic  is  already  functioning  at  the  Rhode 
Island  Hospital.  This  is  also  funded  by  the  Na- 
tional Foundation- 

The  final  American  Medical  Association  recom- 
mendation involves  research,  prevention  and  con- 
trol of  “Crib  Deaths”;  an  area  in  which  Dr.  O’Dea 
was  extremely  interested  when  he  was  the  Rhode 
Island  State  Medical  Examiner.  His  study  of  Crib 
deaths  in  this  state  was  funded  by  a federal  grant 
which  terminated  after  his  leaving  the  state.  Cur- 
rently a research  group  from  the  Providence  Lying- 
In  and  Brown  University  have  been  conducting  an 
extensive  study  of  the  immediate  post-natal  history 
of  sudden-death  babies  usually  under  the  age  of 
six  months.  This  study  is  not  yet  completed  but 
holds  promise  of  helping  to  identify  soon  after 
birth  the  baby  who  may  be  a risk  for  sudden  death 
and  perhaps  provide  clues  as  to  the  etiology  and 
mechanism  of  this  tragic  catastrophe. 

Bertram  H.  Buxton,  Jr.,  m.d. 

Chairman 
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MATERNAL  HEALTH  COMMITTEE 

On  February  25,  1969,  a meeting  of  this  com- 
mittee was  held  at  the  home  of  your  chairman. 
This  was  the  only  meeting  since  April  of  last  year 
because  there  have  been  so  few  maternal  deaths  in 
the  state.  There  were  no  problems  for  the  com- 
mittee to  discuss  except  the  usual  review  of  these 
deaths.  There  were  only  four  cases  during  the  year 
1968  and  these  were  classified  as  follows: 

Direct  Obstetric  Deaths  1 

Indirect  Obstetric  Deaths  1 

Non-related  Maternal  Deaths  2 

The  two  obstetric  deaths  required  considerable 
discussion  but  they  were  finally  voted  by  the  com- 
mittee to  be  non-preventable.  Since  only  the  direct 
obstetrical  deaths  are  used  in  calculating  our  ma- 
ternal mortality  rate  and  since  our  number  of 
births  in  the  state  in  1968  has  dropped  to  a new 
low  of  15,676,  this  gives  us  a maternal  mortality 
rate  for  Rhode  Island  of  0.64  per  10,000  live  births. 

The  continuing  decline  in  maternal  mortality 
over  the  past  40  years  is  one  of  the  important 
achievements  in  medicine  of  this  20th  Cenutry. 
Since  the  inception  of  the  Maternal  Health  Com- 
mittee in  1931,  our  maternal  mortality  has  drop- 
ped from  76.0  per  10,000  to  the  above  present 
rate  of  0.64.  In  1967,  our  latest  available  statis- 
tics for  the  United  States  showed  a maternal  mor- 
tality rate  of  2.89  per  10,000  or  1 direct  obstet- 
ric death  in  every  3,500  births. 

Maternal  death  rates  in  the  United  States  have 
often  received  unfavorable  publicity  because  they 
have  been  compared  with  small  European  nations 
such  as  the  Scandanavian  countries.  These  coun- 
tries do  have  good  obstetric  care  but  they  have  a 
small  concentrated  homogenous  population  and 
should  be  compared  with  small  areas  such  as  New 
England  where  our  rates  would  be  even  lower  than 
any  of  the  European  countries.  For  example,  Swed- 
en which  has  the  best  record  in  the  world  has  a 
rate  of  2.0  per  10,000  or  3 times  worse  than  the 
Rhode  Island  rate. 

Also  it  is  difficult  to  make  a valid  comparison 
with  some  of  the  countries  where  many  of  the  de- 
liveries occur  in  the  home  and  statistics  conse- 
quently are  not  as  accurate.  This  is  probably  even 
more  true  of  peri-natal  and  infant  mortality  rates 
which  have  also  received  much  unfavorable  pub- 
licity in  the  lay  press  and  magazines.  As  we  have 
said  in  previous  reports  and  can  still  repeat  that 
it  would  seem  that  Rhode  Island  is  one  of  the 
safest  places  in  the  world  to  have  a baby. 

Again,  the  Committee  would  like  to  express  our 
appreciation  to  the  Record  Rooms  of  the  various 
hospitals  who  have  been  most  cooperative  in  al- 
lowing us  to  review  these  records  in  the  past. 

Stanley  D.  Davies,  m.d. 

Chairman 

(Continued  on  Page  345) 
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For  elderly  patients 

in  need  of  a mild  tranquilizer 

consider  Tybatrarf 

brand  of  tybamate 


(When  you  consult 
the  Prescribing  Informatic 
you  may  agree 
it  makes  good  sense) 


PRESCRIBING  INFORMATION 


Indications:  Tybatran  (tybamate)  has  afforded  sympto- 
matic improvement  m a variety  of  psychoneurotic  disor- 
ders, especially  in  the  treatment  of  the  anxiety  and  tension 
romponents  of  psychoneuroses.  Anxiety  states  manifested 
somatically  have  responded  to  Tybatran  (tybamate). 

Tybatran  (tybamate)  has  been  useful  in  the  control  of 
agitation  in  the  aged  and  in  the  alleviation  of  some  of  the 
adverse  emotional  accompaniments  of  senility. 

Tybatran  (tybamate)  has  been  used  with  benefit  in  the 
treatment  of  depressive  symptoms  associated  with  anxiety 
md  other  symptoms  of  psychoneuroses.  However,  it  is  not 
ndicated  for  primary  treatment  of  depressive  states.  It  is 
aot  an  antipsychotic  agent,  although  it  has  been  used  as 
idjunctive  therapy  in  some  psychotic  patients. 

Dosage:  One  350  mg.  capsule,  3 times  daily  and  two  at 
jedtime  is  suggested  as  the  adult  starting  dose.  Adjust  to 
;uit  individual  requirements.  Daily  doses  above  3000  mg. 
ire  not  recommended. 

Contraindications:  Known  hypersensitivity  to  tybamate. 
Jince  no  studies  have  been  done  with  this  drug  in  human 
jregnancy,  it  should  not  be  used  in  pregnancy  unless  the 
jotential  benefit  outweighs  the  risk. 

Warnings:  Administer  cautiously  to  patients  receiving 
jhenothiazines  or  other  CNS  depressants  or  having  his- 
ory  of  convulsive  seizures  (See  Adverse  Reactions).  Con- 
iider  possibility  of  additive  actions  with  alcohol  or  other 
isychotropic  agents,  particularly  phenothiazines  or  MAO 
nhibitors. 

Precautions:  Avoid  abrupt  withdrawal  after  prolonged 
lse,  although  withdrawal  symptoms  have  not  been  reported 
o date.  Exercise  caution  in  addiction-prone  individuals.  If 
iymptoms  of  hypersensitivity  occur,  discontinue  at  once 
ind  initiate  appropriate  symptomatic  treatment.  Avoid 
ictivities  requiring  optimal  mental  alertness  if  drowsiness 
)r  vertigo  are  present.  As  w'ith  any  new  drug,  use  cautiously 
n patients  with  history  of  drug  allergies,  blood  dyscrasias, 
ind  hepatic  or  renal  disease;  periodic  measurements  of 
tepatic,  hematopoietic  and  renal  function  should  accom- 
>any  prolonged  and/or  high  doses. 

Adverse  Reactions:  Most  frequent  reactions,  rarely  re- 
[uiring  discontinuation  of  tybamate,  include  drowsiness, 
lizziness,  nausea,  insomnia,  and  euphoria.  There  have  been 
t few  reports  of  skin  rash,  urticaria,  and  pruritus.  Rare  side 
■ffects  include  hyperactivity,  fidgetiness,  flushing,  and  tach- 
ycardia, suggesting  excessive  stimulation;  also  ataxia,  un- 
steadiness, confusion,  feeling  of  unreality,  "panic  reaction," 
atigue,  headache,  paresthesias,  vertigo,  gastrointestinal 
listurbances,  glossitis,  and  dry  mouth.  Grand  mal  or  petit 
nal  seizures  have  been  reported  in  a few  hospitalized  psy- 
hotic  patients  receiving  tybamate  (up  to  6000  mg.  daily) 
ogether  with  phenothiazines  and  other  psychotropic 
igents,  but  not  with  tybamate  alone.  Consider  the  possibil- 
ty  of  rare,  serious  adverse  reactions  such  as  may  occur 
vith  the  related  drug,  meprobamate.  If  excessive  amounts 
:re  ingested,  gastric  lavage  and  symptomatic  therapy,  in- 
luding  central  stimulants  as  necessary,  are  recommended, 
before  prescribing,  consult  package  circular. 

Supply:  Tybatran  (tybamate)  is  available  in  green,  sealed 
apsules  of  three  strengths:  350  mg.,  250  mg.,  and  125  mg. 
!ach  strength  is  supplied  in  bottles  of  100  and  500. 

A.  H.  Robins  Company,  Richmond,  Va.  23220 
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((Continued  from  Page  343) 

MEDICAL  ECONOMICS  COMMITTEE 

The  major  task  of  the  Medical  Economics  Com- 
mittee since  the  last  meeting  of  the  House  of  Del- 
egates has  been  the  review  of  the  present  Insur- 
ance Disability  Program  with  the  Continental 
Casualty  Insurance  Company  through  the  Derosier 
Agency  in  Providence.  The  Committee  engaged 
Robert  Preston,  an  insurance  consultant,  to  sub- 
mit all  available  data  on  his  study  of  the  insur- 
ance programs  of  the  Society. 

He  stated  that  he  had  reviewed  the  coverages 
offered  by  the  major  specialty  organizations  and  he 
found  that  such  programs  offered  a better  coverage 
than  is  possible  at  the  local  level,  mainly  because 
the  national  organization  is  able  to  present  a siz- 
able group  for  coverage  which  makes  the  premium 
reasonable,  and  the  benefits  satisfactory. 

He  also  stated  that  he  had  submitted  the  So- 
ciety s program,  including  the  new  proposal  by 
Monarch  Insurance  Company,  to  reliable  insur- 
ance authorities  for  their  review.  He  reported  that 
he  had  spent  an  afternoon  with  Mr.  Derosier  re- 
viewing and  considering  the  present  plan  held  by 
some  200  members  of  the  Society,  and  also  the 
proposed  new  rates  based  on  age  brackets.  The 
slanting  of  premium  on  the  age  basis,  he  reported, 
is  fairly  universal  now  with  insurance  groups. 

Mr.  Preston  recommended  that  the  Society  con- 
sider continuing  with  the  present  Continental  In- 
surance Company  program  offered  through  the  De- 
rosier Agency  in  Providence,  with  the  understand- 
ing that  the  200  members  now  covered  be  contin- 
ued at  the  present  premium  rate,  and  that  all  new 
enrollees  be  assessed  premium  on  the  age  bracket 
classifications  as  submitted  to  the  committee  by 
Mr  Derosier  in  1968.  He  also  stated  that  if  mem- 
bers did  not  find  the  program  satisfactory,  he 
would  recommend  that  they  review  the  plan  of- 
fered by  their  national  specialty  society,  and  con- 
sult their  personal  insurance  broker  for  advice. 

The  members  of  the  committee  agreed  that  the 
Derosier  Agency  be  allowed  to  continue  to  offer 
the  present  program,  charging  the  new  rates  for 
new  subscribers  to  the  plan  on  the  age  bracket 
basis,  and  continuing  the  present  members  at  the 
present  premium.  The  committee  members  also 
agreed  that  the  stationery  of  the  Society  not  be 
used  in  promoting  the  coverage,  and  that  any  and 
all  literature  describing  the  program  be  submitted 
to  the  committee  for  approval  prior  to  its  distri- 
bution to  physicians. 

John  Turner,  II,  m.d. 

Chairman 

(Continued  on  next  page) 
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POLLUTION  COMMITTEE 

The  Committee  on  Pollution  has  held  several 
meetings  and  it  presents  this  brief  review  and  prog- 
ress report. 

The  Pollution  Committee  of  the  Rhode  Island 
Medical  Society  met  on  7 April,  1969  for  a review 
and  progress  report  of  1968. 

A few  hopeful  signs  are  noted.  Among  these  are 
the  change  over  to  sanitary  landfill  operations  in 
Burrillville,  Coventry,  Johnston,  Middletown, 
Portsmouth,  and  Tiverton,  while  North  Smithfield 
is  attempting  to  acquire  land  for  a landfill  opera- 
tion. 

North  Providence  and  Smithfield  remain  ada- 
mant and  persistent  in  open  dump  burning,  and 
even  Fields  Point  in  Providence  still  presents  a 
problem  from  an  inefficient  incinerator. 

Seven  of  eight  asphalt  plants  in  Rhode  Island 
have  installed  wet  scrubbers  to  comply  with  di- 
minishing the  effluent  material  into  the  at- 
mosphere. 

The  major  source  of  air  contamination  from 
Woonsocket  appears  to  be  the  incinerator  itself, 
and  future  incinerator  planners  should  visit  and 
inspect  the  Pawtucket  incinerator,  which  is  well- 
designed  and  well-engineered  for  efficient  removal 
of  particulates  generated. 

The  committee  heartily  endorsed  the  herculean 
task  of  Austin  Daley,  the  State  Chief  of  Air  Pol- 
lution Control,  in  his  efforts  at  peaceful  and  co- 
operative settlements  between  the  state  office  and 
local  offenders  to  the  open  burning  ban  in  public 
areas. 

The  problem  of  sewage  contamination  in  Narra- 
gansett  Bay  has  been  discussed,  but  because  the 
problem  is  so  immense  in  itself,  further  data  will 
be  collected  for  the  members  concerning  the  scope 
of  the  problem  and  fact  sheets  will  be  disseminated 
before  the  next  scheduled  meeting. 

The  continued  flagrant  violation  of  the  state  law 
against  open  burning  prompts  the  following  resolu- 
tion which  the  committee  urges  the  House  of  Dele- 
gates to  consider,  since  it  places  the  Society  firm- 
ly behind  the  National  and  State  Clean  Act  Bills, 
and  recommends  full  and  complete  punishment  for 
the  persistent  violators: 

Whereas  the  Rhode  Island  Clean  Air  Act  was 
passed  by  the  General  Assembly  in  the  1966  Jan- 
uary session,  and  effective  as  of  May  26,  1966,  and 

Whereas  three  years  have  passed  with  persistent 
and  repeated  violators  to  the  Act's  provisions  of 
prohibiting  outdoor  burning  on  public  and  semi- 
public properties,  in  spite  of  repeated  and  exhaus- 
tive efforts  of  the  Chief  of  Air  Pollution  Control 
to  persuade  amicably  said  offenders  to  abide  by 
the  law, 

Therefore,  Be  It  Resolved  the  House  of  Dele- 


gates of  the  Rhode  Island  Medical  Society  offer  its 
full  support  to  utilize  immediately  all  legal  provi- 
sions of  the  Act  to  bring  such  persistent  offenders 
to  immediate  hearings,  trial  and  full  prosecution 
under  the  law  if  they  persist  in  outdoor  burning 
activities- 

George  K.  Boyd,  m.d. 

Chairman 

NURSING  COMMITTEE 

The  Nursing  Committee  of  the  Rhode  Island 
Medical  Society  has  met  several  times  during  the 
past  year  both  formally  and  informally.  There  has 
been  close  cooperation  between  some  members  of 
this  body  with  both  local,  state  and  national  groups 
whose  aims  are  similar  i.e.,  to  recruit  both  men 
and  women  intot  the  manifold  branches  of  health 
and  nursing  careers.  These  groups  are  also  study- 
ing the  changing  needs  and  goals  in  this  con- 
stantly expanding  field  of  service. 

As  one  means  of  attracting  both  men  and  women 
into  this  field  your  society  is  this  year  offering  a 
suitable  evidence  of  recognition  to  the  “Nurse  of 
the  Year.”  This  honor  will  be  awarded  to  the  chos- 
en individual  at  the  time  of  the  Annual  Meeting  in 
May. 

The  recipient  will  appear  at  the  Annual  Meet- 
ing. It  is  hoped  that  this  event  will  become  an 
annual  fixture  of  our  meetings  in  the  future.  With 
more  experience  on  the  part  of  your  committee  and 
the  publicity  both  this  year  and  in  the  following 
years  it  is  hoped  that  cooperation  among  many 
and  diverse  sections  of  the  nursing  community, 
the  media  of  radio,  newspapers,  student  counsel- 
lors and  others  we  will  be  able  to  attract  ever 
larger  numbers  of  people  to  enter  the  nursing  pro- 
fession as  well  as  ancillary  fields  of  service. 

Maurice  Adelman,  m.d. 

Chairman 

PUBLICATIONS  COMMITTEE 

The  Publications  committee  has  carried  out  its 
prime  function  by  successfully  publishing  the 
Rhode  Island  Medical  Journal  during  the  past 
twelve  months.  This  is  the  first  full  year  of  the 
new  cover  design  with  its  variable  color.  It  has 
been  well  received  locally  and  nationally. 

Color  became  further  diffused  through  the  Jour- 
nal by  the  use  of  pre-printed  color  inserts  sup- 
plied by  the  advertisers. 

No  supplementary  financing  was  required  from 
the  Society.  The  previously  established  surpluses 
have  been  reduced,  due  to  some  reduction  in  in- 
come. Competition  for  the  drug  advertising  dollar 
has  become  keener  with  the  appearance  of  multi- 
ple ‘throw-away’  journals  with  high  circulation 
rates. 
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The  International  Revenue  Service  this  year  will 
tax  non-profit,  tax  exempt  organizations  on  income 
from  advertising  in  their  associated  journals.  Since 
the  ruling  has  just  gone  into  effect,  we  do  not 
know  the  results  to  us.  The  regulation  may  be  re- 
pealed- Since  the  Journal  does  not  make  a profit, 
the  filing  of  returns  and  auditing  will  be  more  a 
problem  than  actual  cash  loss. 

The  editorial  content  of  the  Journal  continues 
to  improve;  the  volume  of  material  submitted  for 
publication  increases,  and  the  Publications  Com- 
mittee in  its  capacity  of  Editorial  Committee  is 
not  smug,  but  generally  satisfied  that  our  Journal 
compares  favorably  with  other  State  Journals 
throughout  the  country. 

Robert  V.  Lewis,  m.d. 

Chairman 

COMMITTEE  ON  HUMAN  ORGAN  TRANSPLANTS 

The  ad  hoc  committee  on  the  study  of  human 
organ  transplants  has  held  several  meetings  and 
has  studied  various  reports  regarding  physician  re- 
sponsibility, the  nature  and  determination  of  death, 
and  the  many  complicating  issues  involved  in  the 
problem  of  human  organ  transplantation.  The  ini- 
tiation of  clinical  heart  transplantation  has,  of 
course,  been  of  major  significance  in  the  past  year. 

The  Chairman  of  the  committee  has  appeared 
before  the  special  General  Assembly  commission 
named  to  study  the  entire  field  of  organ  trans- 
plantation, and  for  the  Society  has  endorsed  the 
purposes  of  the  uniform  anatomical  act  drafted 
by  the  American  Medical  Association  and  the 
American  Bar  Association  which  is  now  before  the 
Assembly. 

The  special  committee  of  the  Society  has  been 
impressed  by  the  very  complete  statement  on  heart 
transplantation  adopted  by  the  American  Medical 
Association  at  its  clinical  session  held  in  Miami, 
Florida,  last  December,  and  it  recommends  at  this 
time  that  this  statement,  copy  of  which  is  made 
part  of  this  report,  be  adopted  by  the  Rhode  Is- 
land Medical  Society  as  reflecting  the  best  current 
views  on  this  new  development  in  medicine.  (See 
page  349). 

Lester  L.  Vargas,  m.d. 

Chairman 

PHYSICIANS  AND  CARRIERS  WORKMEN'S 
COMPENSATION  COMMITTEE 

The  Physicians  and  Carriers  Workmen’s  Com- 
pensation Committee  has  met  a few  times  during 
the  past  year  with  a minimum  of  two  cases  being 
discussed  at  each  meeting.  Another  meeting  is 
scheduled  within  the  next  two  weeks  at  which  time 
three  cases  will  be  discussed.  While  a large  number 
of  cases  has  not  been  submitted  to  the  Commit- 


tee during  the  past  year,  enough  cases  have  come 
to  their  attention  to  cause  the  Committee  members 
to  feel  that  this  Committee  should  be  continued. 

We  are  pleased  to  inform  the  Medical  Society 
that  with  extremely  few  exceptions  the  recommen- 
dations of  the  Committee  are  generally  accepted 
by  all  parties  concerned. 

A.  A-  Savastano,  m.d. 

Chairman 

SCIENTIFIC  WORK  AND  ANNUAL  MEETING 
COMMITTEE 

The  Committee  on  Scientific  Work  and  the  An- 
nual Meeting  is  extremely  pleased  to  inform  you 
that  the  final  program  has  been  finalized.  The 
Committee  feels  that  another  very  interesting  pro- 
gram has  been  put  together  containing  talks  on 
many  interesting  subjects  which  should  be  of  ut- 
most interest  to  physicians  regardless  of  whether 
they  practice  a specialty  or  general  medicine.  The 
Chapin  Oration  promises  to  be  one  of  the  most 
interesting  that  has  ever  been  presented  by  our 
Society.  Denton  Cooley,  M.D.,  prominent  and  in- 
ternationally known  authority  in  the  field  of  Car- 
diac Transplant  surgery,  has  accepted  the  invita- 
tion to  be  the  Chapin  Orator  and  will  speak  on 
(Continued  on  next  page) 
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District  Medical  Society  Meeting 


WOONSOCKET  DISTRICT  MEDICAL  SOCIETY 

A regular  meeting  of  the  Woonsocket  District 
Medical  Society  was  held  on  Friday,  April  18,  1969 
at  8:30  p.m.  in  the  meeting  hall  of  the  Woonsocket 
Hospital.  President  Joseph  A.  Bliss,  M.D.  con- 
ducted the  meeting.  As  there  were  two  guest  speak- 
ers from  Boston,  the  regular  portion  of  the  meeting 
was  dispensed  with  except  for  one  urgent  item. 

A request  had  been  received  by  Dr.  Bliss  as 
president  of  the  organization  from  S.P  A.C.,  Woon- 
socket Chapter,  for  advice  from  the  society  on  set- 
ting up  and  staffing  local  health  centers  in  the 
city  of  Woonsocket.  There  was  considerable  dis- 
cussion about  the  costs  of  setting  up  such  a series 
of  clinics  and  the  difficulties  involved  in  getting  a 
professional  group  to  staff  it.  Dr.  Philip  J.  Mor- 
risson  made  a motion  that  S.P.A.C.  be  notified  that 
the  Woonsocket  District  Medical  Society  felt  that 
the  health  problems  of  the  members  of  S T.A.C. 
could  be  most  adequately  taken  care  of  through 
the  facilities  of  the  Woonsocket  Hospital  and  Fo- 
garty Memorial  Hospital.  Passed. 

Dr.  Bliss  next  introduced  the  speakers  for  the 
evening,  both  from  Boston.  They  were  William  D. 
Brownlie,  Serving  Administrator  of  the  Council 
of  the  New  England  State  Medical  Societies’  Re- 
tirement Program  and  William  R.  Sapers,  C.L.U-, 
an  associate. 

Mr.  Sapers  talked  about  setting  up  corporations 
of  doctors,  who  would  then  be  able  to  fully  deduct 
such  things  as  Blue  Cross  insurance,  disability  in- 
surance, and  would  be  able  to  set  up  a much  bet- 
ter retirement  plan  than  possible  under  Keough 
Regulations.  He  suggested  that  it  be  reserved  for 
doctors  with  incomes  above  $50,000,  and  that  at 
least  two  doctors  be  in  the  corporation.  He  also 
pointed  out  that  it  would  have  to  be  a ‘‘real”  cor- 
poration with  a president  who  made  corporate 
policy  and  established  procedures,  and  so  forth. 
He  said  that  the  Internal  Revenue  had  challenged 
ten  such  doctor  corporations  and  had  lost  the  bat- 
tle in  each  case.  Mr.  Sapers  and  company  is  avail- 
able for  any  one  wishing  help  or  advice  in  setting 
up  such  corporations. 

Mr.  Brownlie  then  talked  about  Keogh  plans  in 
general  and  the  one  he  represented  in  particular. 
His  fund  is  the  Beacon  Investment  Fund,  which 
he  joined  in  1966  when  it  had  assets  of  six  million 
dollars.  The  Fund  has  since  then  placed  the  em- 
phasis on  growth,  and  the  Fund  is  now  worth 
twelve  million  dollars.  He  believes  that  his  Fund 
offers  many  advantages  over  other  Keogh  trusts, 


particularly  in  the  system  of  settlement  at  the 
time  the  doctor  retires,  when  many  of  these  trusts 
are  subject  to  huge  estate  taxes  and  income  taxes. 

There  was  a lively  question  period  following  the 
presentations  and  the  speakers  handed  out  cards 
so  that  those  who  desired  might  obtain  more  in- 
formation. 

The  meeting  adjourned  at  10  p.m.  and  refresh- 
ments were  served. 

Alton  P.  Thomas,  m-d. 

Secretary 

SCIENTIFIC  WORK  REPORT 

('Concluded  from  previous  page) 

“The  Immunology  of  Organ  Transplants  with  Par- 
ticular Reference  to  the  Heart.”  Donald  L.  Coop- 
er, M.D.,  Medical  Director  of  Oklahoma  State 
University,  will  talk  on  “What  is  Physical  Fit- 
ness?” and  “Medicine  at  the  World  Olympics.” 
Leona  Baumgartner,  M.D.,  Professor  of  Social 
Medicine  at  Harvard  Medical  School,  will  speak 
on  “The  Forces  That  Make  Change  Necessary.” 
In  addition,  Dr.  Dwight  L.  Wlbur,  President  of 
the  American  Medical  Association,  will  also  give 
a scientific  talk  on  “The  Diagnosis  of  Functional 
Gastro-Intestinal  Disorders.”  Carl  E.  Wasmuth, 
M.D.,  Professor  of  Law  and  Director  of  Medical 
Affairs  of  Cleve-Marshall  Law  School  of  Baldwin- 
Wallace  College  and  President  of  American  Col- 
lege of  Legal  [Medicine,  will  give  a talk  on  the 
timely  subject  of  “Who  Defines  Death  — Law  or 
Medicine?”.  Vernal  G.  Cave,  M.D.,  of  the  New 
York  City  Health  Department,  will  speak  on 
“What’s  New  in  Venereal  Diseases?”.  The  meet- 
ing promises  to  be  one  of  the  very  finest  that 
the  Society  has  ever  held. 

A.  A.  Savastano,  m.d. 

Chairman 
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STATEMENT  ON  HEART  TRANSPLANTATION 

ADOPTED  BY  THE 

HOUSE  OF  DELEGATES  OF  THE  AMERICAN  MEDICAL 

ASSOCIATION 

AT  MIAMI,  FLORIDA,  DECEMBER  4,  1968 

and  by  the 

HOUSE  OF  DELEGATES  OF  THE  R.I.  MEDICAL  SOCIETY 
AT  PROVIDENCE,  R.I.,  APRIL  23,  1969 


The  initiation  of  clinical  heart  transplantation 
has  attracted  a degree  of  interest  both  within  the 
medical  profession  and  among  the  lay  public  sel- 
dom equalled  by  any  new  development  in  medi- 
cine- This  interest  has  taken  the  form  of  a con- 
tinuing debate  and  discussion  as  to  the  medical, 
ethical,  moral  and  legal  aspects  of  heart  trans- 
plantation. This  continuing  debate  within  the  med- 
ical profession  in  the  public  press  and  in  legislative 
councils  can  vitally  affect  not  only  the  practice  of 
organ  transplantation  but  the  form  and  pace  of 
medical  progress.  In  view  of  the  importance  clinical 
heart  transplantation  has  assumed,  not  only  as  a 
possible  therapeutic  technique  for  certain  forms  of 
advanced  heart  disease  but  as  a focal  point  for 
larger  questions  regarding  physician  responsibility, 
the  nature  and  determination  of  death,  the  proto- 
col of  clinical  investigation,  and  the  direction  of 
future  medical  research,  the  American  Medical  As- 
sociation recommends  the  following  guidelines. 

1.  The  preservation  of  good  medical  practice 
demands  that  the  evolution  of  therapy  be  orderly. 
Surgical  skill  to  perform  a cardiac  transplant  is  not 
enough  to  justify  a program  of  heart  transplanta- 
tion. The  staff  of  a hospital  or  medical  center 
planning  to  initiate  such  a program  should  have: 

( 1 ) adequate  background  in  animal  research  so 
that  experience  is  gained  as  to  the  problems,  po- 
tentials and  limitations  of  cardiac  transplantation; 

(2)  experience  in  immunosuppressive  therapy  and 
an  adequate  source  of  antilymphocyte  globulin  of 
known  quality;  (3)  a protocol  of  clinical  research 
adequate  to  follow  and  evaluate  the  course  of  the 
patient.  The  need  for  knowledge  about  the  short 
and  long-term  effects  of  heart  transplantation  is 
critical  and  to  fail  in  this  third  requirement  is  to 
do  a disservice  not  only  to  the  patient  but  to  med- 
icine. To  facilitate  the  collection  and  dissemina- 
tion of  scientific  information  it  is  recommended 
that  there  be  established  within  the  United  States 
a Heart  Transplant  Registry  as  a means  of  facili- 
tating the  exchange  of  information  among  investi- 


gators and  as  an  aid  to  mutual  cooperation  among 
the  various  medical  centers. 

2.  Due  regard  for  the  welfare  and  safety  of 
each  individual  patient  is  paramount  in  the  initia- 
tion of  any  new  mode  of  therapy.  Risk  is  unavoid- 
able. But  the  risk  is  permissible  when  the  limita- 
tions of  accepted  therapy  impose  alternatives 
which,  in  the  informed  view  of  the  patient  and  the 
best  judgment  of  his  physician,  justify  the  risk. 

Initiation  of  human  heart  transplantation  has 
been  criticized  by  some  as  premature.  The  critics 
maintain  that  immunosuppressive  techniques  are 
not  of  an  order  to  justify  use  in  a patient  of  uncer- 
tain prognosis  a procedure  for  which  there  is  no 
alternative  means  of  life  support  should  the  pro- 
cedure fail.  In  the  opinion  of  others,  the  experi- 
ence and  knowledge  gained  in  the  animal  labora- 
tory — an  indication,  for  example,  that  the  trans- 
planted heart  can  function  for  extended  periods  — 
justify  its  investigative  use  in  patients  in  imminent 
danger  of  death  from  progressive  congestive  heart 
failure. 

This  question  can  be  resolved  now  only  by  the 
evaluation  of  the  long-term  results  of  human  heart 
transplantation. 

Until  such  evaluation  is  possible,  the  procedure 
must  be  regarded  as  investigative.  Its  use  should  be 
restricted  to  patients  for  whom  there  is  no  other 
means  of  therapy  offering  a life-sustaining  prog- 
nosis. The  best  medical  care  of  the  potential  re- 
cipient demands  that  he  be  carefully  evaluated. 
When  desirable,  those  responsible  for  the  patient’s 
care  should  seek  consultive  opinion  independent  of 
the  transplantation  team. 

It  well  established  that  the  transplanted  heart 
can  and  usually  does  function  in  the  post-operative 
period-  This  initial  success  must  not  be  cause  for 
undue  optimism  about  the  long-term  results,  nor 
does  it  warrant  extension  of  the  procedure  to  pa- 
tients in  whom  it  might  be  regarded  as  palliative 
rather  than  lifesaving. 
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3.  Heart  transplantation  has  brought  certain 
medical,  ethical  and  legal  questions  into  critical 
focus.  Paramount  among  them  is  the  determination 
of  death.  The  right  of  the  prospective  donor  to  the 
best  possible  medical  care  — a right  which  his  po- 
tential role  as  organ  donor  must  not  be  allowed 
to  abrogate  — must  remain  sacred.  The  growing 
ability  of  medical  science  to  maintain  some  form 
of  biological  function  for  prolonged  periods  adds  to 
the  difficulty  of  defining  the  point  of  irreversible 
dissolution.  The  cause  of  death  must  be  evident 
and  be  of  an  irreversible  type.  The  fact  of  death 
must  be  established  by  adequate,  current  and  ac- 
ceptable scientific  evidence  in  the  opinion  of  the 
physicians  making  the  determination. 

The  determination  of  death  in  organ  donors  must 
be  made  by  no  less  than  two  physicians  not  associ- 
ated with  the  surgical  team  performing  the  trans- 
plant. 

4.  The  potential  for  heart  transplantation, 
whatever  that  may  prove  to  be  by  subsequent 
clinical  experience,  will  be  severely  limited  by  the 
shortage  of  potential  organ  donors.  The  disparity 
between  need  and  supply  in  organ  transplantation 
is  not  limited  to  hearts,  although  it  represents  the 
widest  imbalance,  but  characterizes  all  organ  trans- 
plant programs. 

To  alleviate  the  shortage  of  transplantable  or- 
gans the  following  is  recommended:  (1)  adoption 
by  the  appropriate  legislative  bodies  of  the  Uni- 
form Anatomical  Gift  Act  or  similar  laws  to  facili- 
tate the  donation  of  organs  and  to  remove  the  con- 
fusion and  medicolegal  problems  generated  by  con- 
flicting laws  in  the  several  states.  (2)  initiation 
in  centers  where  organ  transplants  have  been  ac- 
complished or  contemplated  of  cooperative  donor 
organ  programs  to  insure  the  best  possible  match 
between  donor  and  recipient,  bearing  in  mind  the 
evaluation  of  this  match  ultimately  depends  upon 
the  best  clinical  judgment  of  the  physicians  in- 
volved. 


E.  P.  Anthony,  Inc. 
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It  must  be  recognized,  however,  that  there  will 
never  be  sufficient  numbers  of  human  organs 
available  to  meet  the  potential  demand  for  trans- 
plants. Research  must  continue  into  methods  of 
organ  storage  and  into  development  of  artificial 
hearts  and  cardiac  assistance  devices.  The  feasi- 
bility of  using  xenografts  must  also  be  explored. 
Surgical  repair  of  the  diseased  heart  has  undergone 
significant  advances  in  recent  years.  The  possi- 
bilities for  further  advances  should  be  vigorously 
pursued.  Basic  research  into  the  cause  of  heart 
disease  and  of  hypertensive  vascular  disease  is  also 
of  vital  importance,  since  the  only  ultimate  solu- 
tion to  the  problem  of  heart  disease  lies  in  its  pre- 
vention. 

5.  Human  heart  transplantation  has  been  ac- 
companied from  the  outset  by  of  degree  of  public 
awareness  and  attention  almost  without  parallel  in 
medicine-  Whereas  some  would  prefer  that  publi- 
city be  withheld  until  the  procedure  is  properly 
evaluated  in  approved  scientific  fashion,  this  has 
become  impossible  as  regards  heart  transplanta- 
tion. The  dramatic  overtones  attendant  upon  the 
procedure  and  the  seriousness  of  heart  disease  as 
a health  problem  combine  to  generate  keen  public 
interest. 

This  publicity  poses  special  questions  for  the 
medical  profession.  The  use  of  public  news  media 
for  selfseeking  purposes  on  the  part  of  any  physi- 
cian has  always  been  considered  unethical.  In  view 
of  the  popular  interest  aroused  by  heart  transplan- 
tation, those  most  immediately  involved  must  be 
particularly  careful  to  refrain  from  any  conduct 
which  could  be  construed  as  violating  these  ethical 
commitments.  There  is  no  place  in  medicine  for 
rivalry  for  public  plaudits. 

In  addition,  public  misunderstanding  about  the 
nature  of  clinical  investigation,  impatience  with 
the  need  for  cautious  use  and  prolonged  evaluation, 
and  the  disappointment  and  reaction  that  could 
follow  should  clinical  experience  indicate  that 
heart  transplantation  is  of  limited  value  could  se- 
riously affect  established  procedures  for  the  intro- 
duction of  any  new  mode  of  therapy. 

It  is  imperative,  therefore,  that  the  public  be 
made  fully  aware  of  the  potentialities  and  limita- 
tions of  heart  transplantation  as  those  are  currently 
understood  and  as  that  understanding  is  modified 
by  subsequent  experience.  Moreover,  the  oppor- 
tunity should  be  taken  to  acquaint  the  public  with 
the  problems  attendant  upon  the  introduction  of 
new  means  of  treatment  and  the  rationale  for  the 
protocol  that  is  followed.  Only  by  preserving  pub- 
lic confidence  in  the  judgment  of  the  physicion, 
can  the  orderly  progress  of  medicine  be  maintained. 
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ALCOHOL  AND  THE  IMPAIRED  DRIVER. 
A Manual  on  the  Medicolegal  Aspects  of  Chem- 
ical Tests  for  Intoxication.  Committee  on  Med- 
icolegal Problems,  American  Medical  Associa- 
tion. Chicago,  1968.  $1.50;  75?  Students,  In- 
terns; Discount  on  16  or  More  Copies. 

This  excellent  234  page  volume  is  a complete 
reference  work  on  the  subject  of  driving  and  al- 
cohol. It  depicts  the  scope  and  magnitude  of  the 
problem  of  alcoholism  in  the  USA.  In  particular, 
it  pinpoints  the  types  of  persons  involved  in  auto 
accidents:  (1)  the  psychopathic  personality;  (2) 
the  chronic  alcoholic;  (3)  the  social  drinker.  “All 
of  these  groups  that  have  been  drinking  are  heavi- 
ly over-represented  in  accidents  which  result  in 
serious  and  fatal  inury  which  occur  during  the  late 
evening  and  early  morning  hours  and  on  weekends, 
or  involve  single-vehicle  accidents.”  Forty  per  cent 
of  arrests  in  cities  of  the  United  States  over  2,500 
population,  or  840,000,  are  due  to  alcohol  intoxi- 
cation. 

The  text  contains  a wealth  of  material  regard- 
ing the  effects  of  alcohol  on  all  phases  of  health 
both  of  the  individual  and  of  society,  and,  more 
particularly,  on  the  driver  who  uses  it. 

There  is  an  excellent  table  of  contents  for  quick 
easy  reference.  Each  chapter  is  sub-divided  by 
clearly  labeled  headings,  thus  enhancing  its  use- 
fulness. There  are  1 1 pages  of  scientific  references 
which  can  be  very  helpful  in  research  on  this 
vital  subject. 

Charts  summarize  the  effects  of  alcohol  on  driv- 
ing ability  as  measured  in  road  tests.  A conclud- 
ing paragraph  in  this  section  states  in  part  that 
“there  is  no  evidence  presented  that  alcohol  im- 
proves driving  or  that  it  does  not  decrease  driving 
skills  in  all  individuals.” 

The  chemical  tests  are  all  given  in  great  detail, 
their  method  of  use,  and  their  evaluation,  together 
with  the  legal  implications.  Alcohol  Influence  Re- 
port Forms  are  given.  These  would  be  of  assistance 
to  the  Registrars  of  Motor  Vehicles-  Much  prac- 
tical material  makes  this  volume  essential  for  every 
Motor  Vehicle  Department  and  for  the  Medical 
Advisory  Boards  of  such  departments. 

The  various  state  laws  are  discussed,  and  a Uni- 
form Vehicle  Code  approved  by  the  AMA  has  now 
been  adopted  by  43  states.  Twenty-eight  states 
have  also  adopted  the  “applied  consent”  law. 


The  appendix  contains  a Model  Program  for 
the  control  of  alcohol  for  traffic  safety.  This  spells 
out  in  detail  the  necessary  steps  to  be  taken  by  a 
state  desiring  to  “minimize  the  contribution  of  al- 
cohol as  a causative  factor  in  traffic  accidents.” 

A final  chart  graphically  depicts  the  “Relative 
Risk  of  Accident  Involvement  by  Drivers  Consum- 
ing Alcohol.”  This  chart  points  to  the  fact  that 
after  the  blood  alcohol  level  reaches  .05  the  acci- 
dent rate  rises  rapidly  with  every  increment  of 
increase  in  alcohol  blood  level. 

This  information-packed  document  is  typical  of 
the  thoroughness  of  the  AMA  in  coming  to  grips 
with  this  important  problem  and  elucidating  the 
pertinent  data  and  making  it  readily  available  to 
those  involved  in  the  problem,  i.e.  the  Motor  Ve- 
hicle Departments,  the  Traffic  Courts,  Police  De- 
partments, and  physicians  who  act  in  an  advisory 
capacity  to  these  departments. 

Laurence  A.  Senseman,  m.d. 
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Peripatetics 


The  Providence  Medical  Association  recently 
elected  four  new  members  to  the  Association.  They 
are,  with  their  specialties:  JEAN  K.  ASHBA,  In- 
ternal Medicine;  MOHAMED  KAKVAN,  Sur- 
gery; MOHAMED  RAJABIUN,  Thoracic-Cardio- 
vascular Surgery,  and  DANIEL  SHREVE  of  Riv- 
erside, Rhode  Island,  General  Practice. 

* * * 

MILTON  W.  HAMOLSKY  was  the  principal 
speaker  at  the  Beth  Israel  Hospital  symposium  on 
“Medical  Education  and  Society  -’  He  has  been  in- 
volved in  the  clinical  aspects  of  the  Brown  Medical 
School  since  1963.  His  timely  subject  was  “Found- 
ing a New  Medical  School.” 

* * * 

AMERICO  SAYASTANO  has  just  returned 
from  Tunisia  where  he  was  Visiting  Professor  of 
Orthopedic  Service  at  the  University  of  Tunis. 

* * * 

JOSE  GALARDY  at  the  Woonsocket  Hospital 
had  as  his  guest,  JEROME  P.  KASSIRER,  who 
delivered  a memorial  lecture  in  honor  of  Doctor 


Ezekiel  Fowler,  founder  of  the  Woonsocket  Hos- 
pital. 

* * * 

At  the  combined  meetings  of  the  New  England 
Dermatological  Society  and  the  Atlantic  Dermato- 
logical Conference,  held  in  Boston  on  April  12, 
FRANCESCO  RQNCHESE  was  given  an  award 
of  excellence  in  recognition  of  his  many  years  of 
service  and  loyalty  to  the  New  England  Derma- 
tological Society  and  the  practice  of  dermatology. 
* * * 

At  the  annual  meeting  of  the  Rhode  Island  Dis- 
trict branch  of  the  American  Psychiatric  Associa- 
tion and  the  Rhode  Island  Society  for  Neurology 
and  Psychiatry  held  at  the  University  Club  in 
Providence  recently,  LOUIS  SORRENTINO  was 
elected  president.  Others  elected  to  office  were 
GUNNAR  NIRK,  vice  president,  ELLIOT  UR- 
DANG,  secretary-treasurer,  MARIO  NICOTRA, 
councillor  at  large,  and  HUGO  TAUSSIG,  alter- 
nate delegate  to  the  assembly  of  district  branches. 
VINCENT  ZECCHINO  was  the  speaker  at  meet- 
ing, discussing  experiences  on  the  SS.  Hope. 
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BROWN  UNIVERSITY  AND  LOCAL  HOSPITALS 
REACH  AGREEMENT 

Brown  University  and  five  Rhode  Island  hos- 
pitals signed  a landmark  agreement  in  May  for  a 
university-hospitals  affiliation  which  is  expected 
to  have  a major  impact  on  future  health  care  in 
Rhode  Island. 

The  five  hospitals  are  Rhode  Island  Hospital, 
Roger  Williams  General  Hospital,  The  Miriam 
Hospital,  Providence  Lyin-In  Hospital  and  The 
Memorial  Hospital,  Pawtucket. 

Under  terms  of  the  agreement  the  five  hospitals 
will  be  considered  Brown-affiliated  hospitals  with 
some  of  their  clinical  facilities  used  also  for  teach- 
ing. 

The  agreement  was  signed  after  a long  study  in 
which  Brown  considered  three  possibilities:  1) 

Build  and  operate  its  own  hospital  in  connection 
with  its  medical  education  program;  2)  Affiliate 
with  one  hospital  only,  or  3)  Affiliate  with  a group 
of  hospitals. 

Dr.  Pierre  M.  Galletti,  chairman  of  the  Division 
of  Biological  and  Medical  Sciences  at  Brown,  said 
there  were  many  reasons  why  Brown  chose  to  af- 
filiate with  a group  of  hospitals. 

“This  arrangement,”  he  said,  “creates  the  mech- 
anism for  joint  concern,  joint  planning  and  joint 
solutions  in  providing  quality  medical  care  at  a 
reasonable  cost  for  all  persons  in  the  community.” 

He  added  that  the  agreement  would  help  com- 
bat built-in  increases  in  hospital  care  by  reducing 
duplication  in  therapy  and  other  areas. 

In  addition,  Dr.  Galletti  said,  the  program  of  af- 
filiation will  help  provide  truly  great  clinical  med- 
ical education  and  will,  at  the  same  time,  create 
areas  of  therapy  not  available  in  Rhode  Island  at 
present. 

This  agreement  is  regarded  as  a formalization 
of  the  present  arrangement  between  Brown  and  the 
hospitals  under  which  some  faculty  members  of 
the  university’s  six-year  medical  education  pro- 
gram receive  joint  appointments  with  one  of  the 
five  hospitals. 

Spokesmen  for  both  Brown  and  the  hospitals 
said  the  agreement  signed  today  represents  “a 
framework  in  which  the  university  and  all  of  the 


affiliated  hospitals  can  implement  their  common 
ideal  of  service,  and  that  its  principal  purpose  is 
to  serve  as  a working  arrangement  for  the  present 
and  as  a guide  for  the  future.” 

Dr.  Galletti  praised  the  affiliated  hospitals  for 
“making  a strong  commitment  to  medical  educa- 
tion " in  Rhode  Island.  He  said  the  agreement  is 
unique  in  that  it  directly  involves  a large  segment 
of  Rhode  Island's  health  agencies  in  a cooperative 
effort  aimed  at  solving  common  problems.  “The 
goal  of  all  of  us  is  to  provide  the  highest  level  of 
medical  care  at  the  lowest  possible  cost.” 

The  agreement  also  stipulates  that  a joint  Uni- 
versity-Hospitals Advisory  Committee  be  set  up 
to  exchange  information  regarding  the  Medical 
Science  Program  and  to  serve  in  an  advisory  ca- 
pacity regarding  the  development  of  university- 
sponsored  programs  in  the  area  of  medicine  and 
allied  health  professions. 

This  committee  will  include  the  president,  a 
trustee,  the  chief  administrative  officer  and  a rep- 
resentative of  the  medical  staff  of  each  affiliated 
hospital;  the  president  and  provost  of  the  univer- 
sity, the  chairman  and  three  members  of  the  fac- 
ulty of  the  Division  of  Biological  and  Medical 
Sciences;  and  four  members  at  large  designated  by 
the  president  of  the  university. 

* * * 

CONSUMERS  SEEK  BROADER  HEALTH 
COVERAGE 

Consumer  pressures  for  broader  protection  in  the 
delivery  and  financing  of  health  care  benefits, 
coupled  with  increasing  reliance  on  private  enter- 
prise to  effectively  implement  government-spon- 
sored health  care  programs,  will  fully  test  the 
capacities  of  the  nation’s  72  Blue  Shield  Plans. 
Carl  R.  Ackerman,  chairman  of  the  board,  Nation- 
al Association  of  Blue  Shield  Plans,  made  this 
assessment  before  a group  of  Blue  Shield  Plan  di- 
rectors and  key  executives  attending  the  Associa- 
tion’s Annual  Business  Meeting  in  Chicago. 

Private  enterprise  has  furnished  its  expertise  in 
other  areas  affecting  the  public  interest — employ- 
ment, housing,  air  and  water  pollution,  rehabilita- 
tion — “the  entire  spectrum  of  socio-economic 
(Continued  on  next  page) 
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needs,”  the  New  York  surgeon  noted.  Dr.  Acker- 
man said  that  if  Blue  Shield  is  to  retain  its  posi- 
tion of  leadership  in  the  health  care  field,  then  it 
must  adapt  to  ‘‘a  rapidly  changing  environment 
and  new  standards  of  benefits  demanded  by  the 
American  people.”  He  added:  “In  health  coverage, 
the  consumer  is  no  longer  satisfied  with  coverage 
merely  for  the  treatment  of  an  illness  requiring 
hospitalization.  He  is  also  concerned  with  ambula- 
tory care  and  with  the  preventive  aspects  of  health 
care.  He  is  interested  in  comprehensive  post-dis- 
charge programs.  He  wants  intermediate  occupa- 
tional and  physical  therapy.” 

Blue  Shield  has  responded  to  this  challenge,  Dr. 
Ackerman  related,  by  asking  its  member  Plans  to 
make  available  a comprehensive  benefit  program. 
By  1975,  he  envisions  a “seven-fold  increase  in 
claims  volume  over  current  levels”  because  of  the 
adoption  of  new  programs  covering  such  benefits 
as  prescription  drugs  and  home  and  office  calls. 

* * * 

PEDIATRICIANS  REAFFIRM  COMMITMENT  TO 
HEAD  START  PROGRAM 

The  American  Academy  of  Pediatrics  recently 
reaffirmed  its  commitment  to  Project  Head  Start, 
and  the  Medical  Consultation  Service  which  the 
AAP  is  currently  directing  for  HeadStart  programs 
throughout  the  country. 

The  Academy  also  emphasized  its  continuing 
commitment  to  work  closely  with  government  to 
support  other  innovative  efforts  and  approaches 
which  will  provide  comprehensive  health  services 
for  children. 

In  this  regard,  the  American  Academy  of  Pedi- 
atrics’ Executive  Board  supported  the  recent  de- 
cision of  Secretary  of  Health,  Education,  and  Wel- 
fare, Robert  H.  Finch,  to  operate  Project  Head 
Start  through  a new  Office  of  Child  Development 
which  will  be  located  in  HEW. 

The  statement  was  submitted  by  the  Joint  Coun- 
cil of  National  Pediatric  Societies  composed  of  sev- 
eral pediatric  groups  including  the  Academy. 

^ 

AUTO  MISHAPS  PUSH  UP  ACCIDENT  RATE 

An  estimated  114,000  persons  in  the  United 
States  died  from  injuries  sustained  in  accidents 
during  1968,  a recent  life  insurance  company  study 
shows.  The  chief  cause  of  the  increase  in  total 
deaths  from  accidents  has  been  a continuing  rise 
in  motor  vehicle  accidents. 

Auto  accidents  account  for  more  fatalities  than 
any  other  type  of  accident  in  every  age  group 
except  the  elderly.  Among  males  at  ages  20  to  24, 
motor  vehicle  accidents  are  the  cause  of  seven  out 


of  10  accidental  fatalities,  and  about  five  out  of 
10  among  males  in  the  broad  age  range  25  to  64. 

Falls  are  the  second  ranking  cause  of  fatal  acci- 
dental injuries  among  the  whole  population,  but 
their  importance  varies  considerably  by  age.  They 
rank  fifth  at  ages  under  25  but  become  first  by  an 
appreciable  margin  at  age  75  and  over. 

Only  cardiovascular  disease  and  cancer  are  more 
frequent  than  accidents  as  causes  of  death. 

(“1968  Accidents  Killed  114,000;  Autos  Led 
Rise,”  in  Medical  Tribune,  March  3,  1969) 

* * * 

STATE  MEDICAL  JOURNALS'  ADVERTISING 
DIRECTOR  CITED 

Mr.  Monte  Brown  of  Medical  Media  Associates, 
Inc.,  Chicago,  was  recently  given  the  second  an- 
nual Space  Representative  of  the  Year  Award  by 
Sieber  & McIntyre,  sponsors  of  the  event.  The 
award,  consisting  of  a plaque  of  recognition  and 
$500,  was  presented  to  Mr.  Brown  by  Miss  Diane 
Stuckert,  Sieber  & McIntyre  Media  Director,  at 
a breakfast  gathering  in  the  Pump  Room.  Some 
150  media  representatives  from  all  parts  of  the 
United  States  were  on  hand  for  the  presentation. 

After  welcoming  the  group,  Mr.  Joseph  McIn- 
tyre, president  of  Sieber  & McIntyre,  introduced 
Miss  Retzie  Gleeson,  agency  vice  president,  who 
explained  why  this  award  was  originally  conceived. 
Its  purpose  is  to  honor  the  space  representative 
who  best  serves  the  industry  through  creative  sell- 
ing and  a thorough  understanding  of  the  advertis- 
ers’ products  and  problems.  Mr.  Brown  was  se- 
lected as  a result  of  a national  survey  of  more  than 
1,500  medical  and  paramedical  media  buyers. 

One  of  the  founders  of  Medical  Media  Associ- 
ates, Inc.,  Mr.  Brown  and  his  partners  represent 
the  State  Medical  Journal  Advertising  Bureau  (34 
state  medical  journals). 


Cited  for  Competence 

The  State  Medical  Journal  Advertising 
Bureau,  organization  of  34  state  medical  so- 
ciety journals,  recently  cited  eleven  of  the 
Journals,  including  the  Rhode  Island 
Medical  Journal,  for  competence  on  the 
basis  that  issues  for  the  first  quarter  of 
1969  were  error-free  with  respect  to  adver- 
tising orders. 
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Rhode  Island  Medical  Journal 


Doctors 
shouldn't  have  to 
worry  about 
doctor  bills 

That’s  one  reason  why  we’re  introducing  Blue  Shield  “100”,  an  updated  plan  that 
makes  sure  the  bills  of  participating  physicians  get  paid  in  full,  regardless  of  the 
patient’s  income.  Patients  who  are  members  of  Blue  Shield  Plan  “100”  are  completely 
covered  in  or  out  of  a hospital  for  surgery,  anesthesia,  radiation  treatment,  diagnostic 
x-ray,  electrocardiograms,  electroencephalograms,  basal  metabolism  tests,  shock 
therapy,  and  emergency  accident  services  within  72  hours  following  injury. 

When  a member  is  hospitalized,  benefits  will  include  medical  care,  consultation  and 
mental  care. 

Maternity  benefits  under  Blue  Shield  “ 1 00”  will  be  paid  in  full  after  the  subscriber 
pays  the  first  $50,  and  will  include  pre-  and  post-natal  care.  Care  of  newborn  infants 
is  covered  in  full  and  not  subject  to  the  deductible. 

Of  course  the  chief  purpose  of  Blue  Shield  “100”  is  to  give  the  community  the  best 
possible  protection  against  medical  costs,  to  make  sure  financial  considerations  never 
become  a barrier  to  good  health  care.  But  full  payment  also  means  that  participating 
doctors  no  longer  have  to  be  concerned  about  sending  out  bills,  delay  in  payment, 
and  so  on. 

Blue  Shield  “100”  means  that  nobody  has  to  worry  about  doctor  bills  for  covered 
services.  Not  even  doctors. 


RHODE  ISLAND 
BLUE  SHIELD 


When  disease.  is  ruled  out 
and  psychic  tension  is  implicated 

\ahunr  (diazepam) 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome,  con- 
vulsive disorders  (not  for  sole  therapy). 
Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant  medica- 
tion; abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and / or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  have  occurred  following  abrupt  discon- 
tinuance. Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence.  In  pregnancy,  lactation 


or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  with  latent  depression, 
or  with  suicidal  tendencies.  Observe  usual  precau- 
tions in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypo- 
tension, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred 
vision.  Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation, 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  peri- 
odic blood  counts  and  liver  function  tests  advisable 
during  long-term  therapy. 
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